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Introduction to the Portfolio
The work presented in this portfolio is organised into three dossiers, which reflect 
three of the core components of counselling psychology training: academic work, 
therapeutic practice and research. The awareness and use of self, another central 
component of training is reflected throughout the portfolio. The portfolio as a whole is 
intended to demonstrate a range of abilities and competencies across the areas studied 
throughout the course. It also reflects how aspects of my own personal and 
professional experiences have informed the pieces of work that are presented. As a 
means of orienting the reader to the contents of this portfolio and to the specific 
contexts from which it has evolved, this section will introduce relevant aspects of my 
own experience, including my motivations for undertaking this training and my 
professional and personal experiences prior to and during the course.
My inspiration to become a psychologist originated at a relatively early age from one 
of my aunts who had trained as a psychologist and a family therapist. Her enthusiasm 
and respect for her work and her accounts of the diverse contexts in which she 
practised were both fascinating and inspiring. Consequently, the prospect of an 
exciting and challenging career as a psychologist replaced my earliest ambition of 
becoming a medical doctor.
Both of these vocational aspirations were influenced by aspects of my own 
upbringing, a significant part of which was spent living within a nursing home for the 
elderly, of which my mother was in charge. Looking back upon this experience, I 
believe that it engendered an acceptance of and respect for people and their individual 
differences, as well as an interest in people’s life experiences. Many aspects of this 
experience are likely to have been influential in my choice of research; the exploration 
of young people’s perceptions of parental and staff relationships within the context of 
a secure unit. For example, the awareness of the many losses that these residents 
experienced in coming into the home may have contributed to my focus upon the 
theme of empowerment in my own studies. These issues are discussed further in the 
‘use of self sections in the research reports.
Before embarking upon my undergraduate degree, I spent a year travelling overseas 
and from then on seized every opportunity to travel during university holidays or 
periods of annual leave. Travelling and experiencing different cultures has been a 
major factor in my own personal growth and has greatly helped in my development as 
a trainee counselling psychologist. At a fundamental level, it has instilled a confidence 
in my own resourcefulness and has enabled me to learn a great deal about relating 
with others and doing so within different cultural contexts. It has also provided me 
with the experience of being a minority and being subjected to some of the cultural 
prejudices held towards young, white females when travelling both alone and with 
others. This has facilitated my understanding of and ability to empathise with clients’ 
sense of difference, in whichever contexts this may arise. I have found it helpful to 
draw upon my own experiences in order to attune to diversities in ethnic, socio­
economic, religious and cultural backgrounds and to consider their influences upon 
the therapeutic process.
I have been most aware of my own social and cultural position when conducting my 
research with young people who had largely come from deprived backgrounds and 
had had little formal education. I found that being able to identify with aspects of their 
experiences, although from a completely different background, enabled me to find a 
‘common ground.’ Thus our differences did not seem to impede the development of 
rapport. However, I was equally aware that the young people themselves might have 
experienced these differences as more significant, which may have contributed to the 
power imbalance that is already inevitable within such a setting. This was taken into 
consideration both in the design and carrying out of both studies and is discussed 
further in the research reports.
Having completed my undergraduate degree in psychology, I worked briefly as a live- 
in carer before obtaining my first assistant psychologist post within an older adults 
service. A part-time post, this involved running experiential workshops for care-staff 
within nursing homes and conducting the interviews and analysis of an activity-based, 
peer-befriending scheme for elderly adults living in the community. Both of these 
projects were aimed at empowering people who had either found themselves 
dependent upon others within an institution or isolated within the community. I also
worked part-time as an assistant psychologist within a community brain-injury service 
and as a nursing assistant within a wide range of settings, most regularly within a child 
and adolescent psychiatric residential unit. Through these experiences I developed a 
range of skills that I have been able to draw upon throughout my training, including 
the experience of forming relationships with a wide range of people, both in terms of 
client groups and different professional disciplines. I also learned to cope with the 
emotional demands of working with disturbed adolescents and to recognise when I 
was experiencing difficulty in doing so. I believe that this latter experience has helped 
me in containing my therapeutic work and working within my limitations, both of 
which I consider to be central to ethical therapeutic practice.
During this period, I also completed an accredited training in hypnotherapy, which 
required a minimum of twenty hours of personal therapy. This was my first encounter 
with therapy in the position of a client and I found it to be a fulfilling and inspiring 
experience. It especially highlighted the significance of the unconscious and its 
communications, an interest that I have been able to develop further in my 
psychological training. Awareness and the use of unconscious processes have 
remained central to my therapeutic practice and contributed to my particular 
enjoyment and sense of satisfaction that I experienced in my psychodynamic 
placement.
I later decided to apply for a full-time assistant post and obtained a position in an 
inpatient brain injury unit, before moving to the forensic unit within the same hospital 
a year later. Within this hospital there was a large group of assistants, which provided 
invaluable peer support and opportunities to learn about the application of psychology 
within a range of different settings. I also gained very useful experience of working 
within multidisciplinary teams and of designing and running psyehoedueational/ 
therapeutic groups. This has been particularly beneficial, as practical constraints have 
limited the opportunity to gain these experiences on my training placements.
Working psychologically within an essentially medical context brought many 
challenges. I felt that I emerged from this with an appreciation of both the benefits of 
diagnostic systems and psychometric assessment and an informed awareness of their
limitations and potential for misuse. I feel that awareness of both aspects is essential 
when working as a counselling psychologist and thus have included the diagnostic 
case report, written as part of our psychopathology module, in the aeademie dossier.
When applying for practitioner courses in psychology, I selected courses that 
specifically emphasised self-reflectiveness and the therapeutic relationship. These 
were aspects that I felt were crucial to working therapeutically with others. As an 
assistant psychologist, I had encountered difficulties in maintaining a therapeutic 
relationship in cognitive-behavioural work with a woman diagnosed with borderline 
personality disorder. My supervisor had encouraged me to think about the 
interpersonal processes that were being activated, which enabled me to better 
understand our relationship and to continue our work. These issues are addressed in 
the essay entitled: ‘In cognitive therapy, how would the therapist understand and work 
with difficulties that arise in the therapeutic relationship? Illustrate with examples 
from your own practice’ (academic dossier). I have tried to reflect my belief in the 
significance of self-awareness and the therapeutic relationship throughout the work in 
this portfolio.
Having experienced the benefits of hypnotherapy as well as cognitive and behavioural 
therapies, I wanted to ensure that my training incorporated a range of different 
therapeutic models. I have tried to demonstrate how I have applied the different 
models covered in our training, when working integratively, in the second essay in the 
academic dossier and in the final clinical paper (therapeutic dossier). The essay 
focuses upon the use of person-eentred theory as a means of integrating 
psychodynamic, systemic, cognitive and behavioural approaches in practice with 
children and families.
Shortly prior to beginning the course and subsequently throughout the first year, I 
experienced several sudden, close family bereavements. After much careful 
consideration of the circumstances, I decided that it was best to continue with my 
training, whilst incorporating ways of dealing with these experiences. This was 
possible through the use of personal therapy, support and encouragement from friends 
and family, as well as being supported by the course team in being able to defer my
first year research. These events inevitably had a significant impact upon all aspects of 
my training and I regularly monitored my competence to practice (in accordance with 
the British Psychological Society’s Code of Conduct for psychologists). Through the 
use of supervision on placement and personal therapy, I ensured that I was able to 
maintain a high level of self- reflection and that these experiences did not adversely 
affect my work with clients. Near the end of my first year placement, a conversation 
with a member of the course team encouraged me to reflect further upon how I was 
dealing with the ending of therapy with clients, in view of my own experiences. This 
motivated me to explore this issue further in the essay entitled: “Diseuss the ending of 
the therapeutic relationship in relation to psychoanalytic ideas” (academic dossier).
The Academic Dossier incorporates the three essays and the psychopathology report 
mentioned above. The essays include examples of and reflections upon my clinical 
work within therapeutic settings, the contexts of which are described in the 
Therapeutic Practice Dossier. This dossier also includes the ‘final clinical paper’, 
which outlines some of the ways in which I have integrated previous experience, 
theory, research, personal therapy and supervision into my therapeutic practice as a 
trainee counselling psychologist.
The Research Dossier presents my research, which, throughout the three years, has 
focused upon young people accommodated within a secure unit and their experiences 
of their relationships with adults, including parents and staff. As mentioned in the 
reflections on the ‘use of self in the research reports, and in the final clinical paper, 
this represents my view that it is important to elicit and actively use the perceptions of 
those who are anticipated to benefit from therapeutic interventions.
This is hopefully also evident in my therapeutic work with clients, as I have 
endeavoured to create therapeutic relationships in which it is possible to both elicit 
and use clients’ perceptions of the process. A selection of therapeutic work with 
clients is presented in the appendix to this portfolio. It includes client studies, process 
reports, log books and supervisors’ evaluation reports from each of my three 
placements. This is intended to reflect the skills that I have developed throughout 
training, including those related to psychological formulation, intervention, the
therapeutic process, ethical issues and the integration of research evidence. These 
have been developed within a range of therapeutic models.
The confidentiality of clients and research participants has been maintained 
throughout this portfolio through the use of pseudonyms and the removal of any 
potentially identifying information.
Academic Dossier
Introduction
This dossier presents three essays and a diagnostie report. The first essay was written 
as part of the third year module ‘Theoretical models of Therapy.’ It explores how a 
therapist may understand and work with difficulties within the therapeutic relationship 
when working within a cognitive model.
The seeond essay, written to a shorter word limit, provides a brief aceount of how 
person-centred theory can facilitate working integratively within a child and 
adolescent mental health serviee. This was part of the third year module ‘Workshops’ 
and was written under the instructions: “By using one of the psychological models 
covered in this course (or one of the three models taught on the Psych.D 
Psychotherapeutic and Counselling Psyehology course) discuss how it can assist 
efforts to work integratively.” I chose to focus upon a humanistic model, as although 
this formed a fundamental component of our training, I had not worked specifically 
with this approach. In my view, it seemed a partieularly useful framework within 
which to integrate approaches and appeared to have specific relevance to my 
placement within a child and adolescent service.
The third essay addresses the proeess of ending therapy, in relation to psychoanalytic 
concepts. This was written within the context of the seeond year ‘Advanced Theory 
and Therapy’ module. Motivation to explore this topic arose from a wish to develop 
my understanding of these processes and to facilitate my reflection upon the potential 
effects that my own recent bereavements may have had on the endings of my 
therapeutie work with elients.
The diagnostic report was submitted during the second year as part of the 
‘Psychopathology’ module. It was written on the basis of a ease report, which is also 
included, and considers issues related to possible diagnoses and further assessment. It 
is included in order to demonstrate the diversity of frameworks within which 
counselling psychologists typically practise.
In cognitive therapy, how would the therapist understand and work with 
difficulties that arise in the therapeutic relationship? Illustrate with examples
from your own practice.
Cognitive therapy has evolved since its original eonception (Beck, 1976), through 
integration with other theories sueh as Sullivan’s (1953) interpersonal theory (Safran 
& Segal, 1990), Kelly’s (1955) construct theory (Neimeyer et al., 1985) and 
constructivist and developmental theories (Guidano & Liotti, 1983). The main 
emphasis of this essay will be upon the integration with interpersonal theory. It will 
begin by defining cognitive therapy and briefly outlining some of its developments, 
including the conceptualisation and use of the therapeutic relationship. Some 
cognitive theories related to the understanding and working with difficulties that may 
arise in the therapeutic relationship will be presented. Examples from my own practice 
will demonstrate how I have understood and worked with such difficulties within a 
eognitive framework.
The focus of cognitive therapy has been defined as: “... the way in which an 
individual structures and interprets his or her experiences determines mood and 
subsequent behaviour... ehanging the manner in which an individual conceptualises 
things lies at the heart of the therapeutic procedure” (Reber, 1995). The approach 
originated with Beck’s cognitive theory of emotional disorders (Beck, 1976), which 
emphasised collaboration between therapist and client, the interactions of cognition, 
behaviour, emotion, physiology and the environment as contributing factors to 
individual distress, and an empirical testing of beliefs and assumptions.
It is viewed as a more technical therapy in comparison with other approaches such as 
person centred (Rogers, 1961) and psychodynamic therapies, which view the 
relationship as the central agent of change. However, there have been many variations 
and developments of Beck’s theory, to the extent that there are reported to be as many 
as seventeen forms of cognitive therapy (Mahoney, 1988). Initially developed as a 
short-term approach, cognitive therapy has increasingly been incorporated into 
working with people with more enduring diffieulties, sueh as personality disorders. 
Consequently, there has been a shift from a focus upon conscious thought processes.
to deeper level structures such as schemas. Segal (1988) defined schemas as: 
“organised elements of past reactions and experience that form a relatively cohesive 
and persistent body of knowledge capable of guiding subsequent perception and 
appraisals” (p. 147). Due to the inherent interpersonal significance of schemas, 
relationship issues have become central to therapeutie work (e.g. Beek et al, 1990; 
Layden et a l, 1993; Safran & Segal, 1990; Young, 1994).
Perris (2000) makes the useful distinction between first and second-generation 
cognitive theories, which work with surface level (i.e. conscious thought processes) 
and deeper (i.e. schematic) structures respectively. The fundamental aim of all 
cognitive therapies is to facilitate individuals in developing more helpful belief 
systems and to enhance coping and problem-solving skills.
Beck’s original view of the therapeutic relationship advoeated a collaborative alliance 
based upon Rogerian concepts of warmth, genuineness and empathy. The significance 
of the therapeutic relationship has always been implicit within his theory. However, he 
believed that these conditions alone were not sufficient to facilitate change, and 
endorsed the suggestion that the therapist “avoids overpowering a patient with 
humanity or sincerity” (Emery, 1985, p. 174). Rather, he proposed the aim was to 
“develop a milieu in which the specific cognitive change techniques can be applied 
most efficiently” (Beck, 1979, p.46). He argued that the basic principles of cognitive 
therapy, such as the active exploration of the client’s views and symptom reduction 
were important components in the development of rapport.
Whilst most of the criticism directed at cognitive therapy has focused on its apparent 
emphasis on technique rather than relationship factors (e.g. Clark, 1995), it could be 
argued that the prineiples inherent within cognitive therapy provide a foundation for 
both the understanding of difficulties and the active use of the therapeutic relationship 
in resolving them. Indeed, Bums and Auerbach (1996) advise therapists to actively 
seek regular measures of the quality of the therapeutie alliance, pointing out that “this 
emphasis on systematic measurement reflects the collaborative and empirical spirit 
that is so central to the cognitive model of therapy” (p.l61).
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More recently, there has been a shift towards an integration of interpersonal and 
cognitive theories, thus bringing the therapeutic relationship to the fore. Safran and 
Segal (1990), for example, suggest that many of our core beliefs and assumptions are 
inter-related with our interpersonal styles. They emphasise that the therapeutie 
relationship is not a “static entity,” but a dynamic interaction between the client, the 
therapist and the therapeutic approach. They view the relationship as a means of 
intervention in its own right, in eontrast to the traditional eognitive proposition that the 
relationship alone is insuffieient to facilitate change.
This increased attention to the therapeutic relationship is supported by growing 
evidence demonstrating the significance of the therapeutie relationship in outeome, 
irrespective of the theoretical approach (e.g. Hynan, 1981; Lambert, 1992; Luborsky 
et al., 1985; Spinelli, 2001; Ursano & Hales, 1986). Bums and Auerbach (1996), in 
their writing on therapeutic empathy within a cognitive-behavioural framework, 
deseribe the diffieulties in identifying a causal effect of relationship factors such as 
empathy, upon clinical progress. However, they present some robust evidenee (Bums 
& Nolen-Hoeksema, 1992), which led them to eonclude that, “even in a highly 
technical form of therapy such as CBT, the quality of the therapeutic relationship has 
a substantial impaet on the degree of clinical recovery” (p. 144). This is backed up by 
other studies of cognitive therapy that have found the quality of the relationship to be 
significantly related to therapeutic outcome (e.g. Persons & Bums, 1985; Raue & 
Goldfried, 1994).
Several authors have reeently argued against the distinetion between relationship and 
technique (e.g. Safran & Segal, 1990; Wright & Davis, 1994). Wright and Davis, for 
example, state that “[they] are not separate domains, but rather integrated aspeets of a 
single process” (p.29). They and others (e.g. Safran & Muran, 1995; Watson & 
Greenberg, 1995) suggest that Bordin’s (1979) definition of the therapeutie alliance 
can be used to facilitate understanding of the interaction between the two. Bordin 
identifies three eomponents of the allianee: the goal of therapy, the tasks negotiated to 
aehieve this goal and the bond between therapist and client, all of which he perceived 
to be inter-related. This eonceptualisation has also been identified as a useful means of
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identifying whether difficulties that arise in the therapy are task, goal or bond/ 
relationship oriented.
A broad definition of difficulties that can arise in the therapeutic relationship is 
offered by Sanders and Wills (1999) as being “...anything whieh threatens the eore 
eonditions of the relationship including therapeutic empathy, listening to the client, 
keeping boundaries and keeping a structure within sessions and across therapy” 
(p. 132). Safran and Segal (1990) describe ruptures within the alliance as “a point in 
the interaction between therapist and patient when the quality of the therapeutic 
alliance is strained or impaired” (p.88).
Some have identified diffieulties that may be particularly likely when working within 
a cognitive framework. For example, many of the technical aspects, such as the 
challenging of beliefs, may result in the client feeling criticised and invalidated 
(Safran & Segal, 1990). They may also be pereeived as unempathic, as reflected in 
Bums and Auerbach’s (1996) observation: “empathy may sometimes pose a particular 
difficulty for cognitive therapists who are trained to identify the distortions in patients’ 
dysfunetional thoughts” (p. 149). This seemed to be the experience of a client I worked 
with, who is discussed in more detail later, whose previous experienee of cognitive 
behaviour therapy appeared to have focused predominantly upon thought challenging. 
This, to him, had felt dismissive and seemed to have contributed to his view that 
cognitive therapy was about “positive thinking.”
How arising difficulties are understood depends to a large extent upon the particular 
model of cognitive therapy employed. Beck’s early cognitive theory coneeptualised 
difficulties in the therapeutic relationship as a hindrance to therapeutie work. Some 
difficulties, such as client resistance, were deemed to be a contra-indication for 
cognitive therapy or as something to be avoided or overeome in order that therapeutic 
work could resume (Beck et a l, 1979; Dryden & Ellis, 1980).
More recently, partieularly with the development of cognitive-interpersonal theories, 
difficulties within the relationship have been viewed as valuable indieators of when a 
partieular sehema has been triggered. It has been argued that working through these
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difficulties is the therapy rather than being a pre-requisite for therapeutic work to 
proceed. As Safi-an and Segal (1990) have stated: “the process of healing a rupture in 
the therapeutic alliance can be an extremely potent change event” (p.89).
Several ideas have been offered to faeilitate the understanding of difficulties within 
the therapeutic relationship. Some have identified the coneept of “cognitive 
transference” (Beck et al., 1990; Wright, 1988), which is defined by Wright and Davis 
(1994) as: “deeply held beliefs and well ingrained behaviour patterns [which] are 
repeated in the therapeutic relationship and interfere with the effective use of 
collaborative empiricism. The patient’s expectations and perceptions of the therapy 
are typically distorted to remain consistent with his or her underlying beliefs” (p.41).
However, Rudd and Joiner (1997) write of the dangers in attempts to apply what are 
essentially psychodynamic terms to cognitive theory. They argue that one of the 
difficulties eognitive therapy has in furthering its understanding of the relationship, is 
the lack of “a clear conceptual framework... which allows the therapist to identify and 
discuss basic relationship dynamics, treatment resistanee and related outeome issues... 
cognitive therapists have defaulted to psychodynamic theory in an effort to address the 
problem, adopting transferenee-countertransference constructs essentially assuming 
conceptual and theoretical equivalence” (p.233). They challenge the appropriateness 
of this, arguing that the use of such concepts “violates” the fundamental principles of 
eognitive theory.
They devised the Therapeutie Belief System (Rudd & Joiner, 1997), a coneeptual 
framework with which to formulate the therapeutic relationship in a manner eonsistent 
with cognitive principles. Thus, it addresses both the therapist and client’s surface 
level beliefs and deeper schemata about the therapeutie process, faeilitating 
understanding of both therapist and client responses within the therapeutie relationship 
and helping to identify appropriate interventions. This framework also seems to 
aceommodate the traditional cognitive view that therapists’ emotional responses 
within therapeutic sessions were more representative of their own belief structures 
than those of their elients. Bums and Auerbaeh (1996) cite research in support of this, 
demonstrating diserepancies between therapists’ perceptions and those of their clients
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(e.g. Free et a l, 1985; Orlinsky et a l, 1994; Squier, 1990). This incorporation of the 
cognitive therapist’s contribution to the therapeutic process seems a valuable step 
forward and an aspect of therapy that appears to have been previously understated.
Persons (1989) developed a case conceptualisation approach to cognitive therapy, 
arguing that diffieulties are best understood in terms of the individual’s unique 
formulation. Safran and Segal acknowledge the value of this type of approach, but 
also emphasise the importance of current experience; being “receptive to the patterns 
of the moment” (p.93). From a cognitive-interpersonal perspective, they advocate 
understanding difficulties in terms of clients’ interpersonal sehema, defined as 
“generic cognitive representations of interpersonal events” (Safran, 1990, p.89). They 
invoke Bowlby’s (1969) attachment theory to explain the underlying function of these 
schematic processes as the maintenanee of relatedness with others. Thus, interpersonal 
schemas have developed through learnings fi*om early interactions and lead to 
interpersonal behaviours that elicit responses from others, which confirm original 
schemas. Safran (1984) has termed this the cognitive-interpersonal cycle and asserts 
that it aceounts for the continued use of ineffeetive or maladaptive interpersonal 
behaviours.
Sanders and Wills (1999) suggest that working with difficulties in the therapeutic 
relationship involves assessing the nature of the difficulty, and incorporating this 
within the conceptualisation before beginning to work on it collaboratively with the 
client. This is fundamental to Person’s case eonceptualisation approach, which argues 
that similar difficulties will arise for reasons unique to the individual elient and their 
experienees. They can therefore only be resolved when approaehed from within this 
individual’s fi*amework.
Wills and Sanders (1997) point out that one of the strengths of cognitive therapy is its 
elicitation and use of feedback from the client throughout therapeutic work, thus 
facilitating the identifieation and open discussion of difficulties. The inherent 
emphasis within cognitive therapy on the ‘here and now’ has also been identified as a 
useful means of working with relationship difficulties. When deeiding how to address 
these difficulties, it is essential to consider what level of intervention is in the best
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interest of the client and also within the experience and competenee of the therapist. 
James (2001) reminds us of the ethieal responsibility to work at the least intrusive 
level possible, highlighting the Stepped Care models of psychotherapy (Haaga, 2000; 
Davidson, 2000), which explicitly express this.
It can be argued that even when inexperienced and/or when working with ‘surface- 
level structures,’ it is possible to benefit from some of the schema-focused 
interpersonal theories. My first experience of difficulties in a therapeutic relationship 
arose when I was working as an assistant psychologist with a client diagnosed with 
borderline personality disorder, in a secure inpatient setting. My remit was to facilitate 
her understanding of her moods through simple cognitive diary work, due in part to 
my inexperience and also to the client’s inability to tolerate anything more challenging 
at that particular time.
However, it proved difficult to establish a consistent therapeutic relationship due to 
her rapid fluctuations between valuing and rejecting the therapeutic work and our 
relationship. Her rejeetion manifested in ‘forgetting’ appointments, eomplaining to 
staff about having to attend and berating the work and myself as useless. On other 
occasions, she engaged enthusiastically in the sessions and reported enjoying having 
the opportunity to talk and think differently about her difficulties. I soon found myself 
anticipating our sessions with dread and feeling a sense of relief when they were 
cancelled or rearranged.
My supervisor guided me towards Young’s (1994) work on early maladaptive schema, 
which proved invaluable in helping to understand my own reactions to this client and 
to see the interpersonal cycle that we were enacting. This awareness of our 
interactions around her ‘disconnection /rejection schema,’ provided an understanding 
of the powerful feelings I experienced of wanting to reject her. This understanding 
enabled me to tolerate these feelings and to continue working with this client at a level 
appropriate to her needs and my competence. In this situation, whilst not able to share 
this formulation with the client and work with it directly, it was nonetheless of benefit 
to her in that we could continue the piece of therapeutie work.
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On other occasions, it was possible to share the formulation of difficulties that were 
experienced in the therapeutic relationship and to work with the client in resolving 
them. For example, more reeently, I worked with a client (mentioned earlier) who had 
health anxiety and panic attacks. He had experienced previous health professionals, 
including a cognitive-behavioural therapist, as dismissive and having not taken him 
seriously. He expressed certainty that his current symptoms were due to a brain 
tumour or to damage induced by heavy drug use.
A therapeutic relationship was difficult to establish with this client, as not only was he 
certain that his experiences were organie rather than psychological, but he anticipated 
that I was not going to listen to him or take him seriously. This was reflected in his 
efforts to convince me that his symptoms were organic in origin and in his seeking of 
reassurance. Using a cognitive formulation of his experiences, it was possible to 
explain the diffieulties in our relationship and to guide my interactions with this client. 
Time was spent with this client listening to his coneems and carefully monitoring the 
quality of the relationship before attempting to introduce any practical interventions. I 
was aware that suggesting techniques was likely to have confirmed his expectations 
and created more difficulties in our relationship. It is possible this may have occurred 
in his previous therapy and contributed to his belief that cognitive therapy was about 
“positive thinking.”
The cognitive practiee of sharing the coneeptualisation was also useful, as this client 
was able to identify a longstanding pattern of symptoms, reaetions to them and 
repeated reassurance seeking that had never alleviated his anxiety or his symptoms. 
For him, being an active partner in the process helped the relationship, as rather than 
feeling dismissed, he reported feeling that he was being listened to and that his views 
were important. It was also valuable in that he eould perceive that nothing was being 
hidden fi*om him, something he had always suspected when having undergone 
numerous physical investigations, these proved negative.
Conclusions
Cognitive therapy is often viewed as a technieal therapy with little emphasis on the 
therapeutic relationship. Difficulties in the relationship between therapist and client
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were initially perceived as obstacles to be overcome in order that therapeutic 
interventions could resume. Such a premise certainly creates the potential for a highly 
technical form of therapy, with minimal incorporation of relationship processes. 
However, the principles in Beck’s original theory, particularly the explicit and 
collaborative nature of the therapy, easily lend themselves to working directly with the 
therapeutic relationship, including any ruptures that may arise. This is demonstrated 
by the recent developments of this theory as outlined in this essay.
I have found the explicit sharing of ideas useful in working with relationship 
diffieulties, as well as the empirical component in which clients can reach their own 
conclusions about what is occurring within the therapeutic process. I have also found 
cognitive interpersonal conceptualisations useful in understanding my own reactions 
to clients and as a means of “unhooking” (Safran & Segal, 1990) from such 
interactions. In comparison to other relationship-centred models, cognitive therapy, 
particularly that which is non-schema related, may be limited in its capacity to deal 
with diffieulties in the allianee. However, with continued theoretieal and clinical 
developments in this area, these shortcomings may be overeome.
Consistent with researeh indicating the significance of the therapeutic relationship in 
outcome, forms of cognitive therapy have evolved that place the relationship as 
central to therapeutie change. Such theoretical advances have many valuable 
implieations for clinical practice, including the use of eognitive therapies with a wider 
range of difficulties. These recent developments and existing empirical findings 
highlight the need for further research into the proeesses involved in the different 
forms of cognitive therapy.
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Discuss how the person-centred model of therapy can assist efforts to work 
integratively as a trainee counselling psychologist within a child and adolescent
mental health service
The ability to work integratively is fostered by many postgraduate psychology 
practitioner courses whose aims are to enable graduates to work flexibly in meeting 
the diversity of individual needs of clients and the services within which they present. 
Integrative practice has been defined as: “the integration of theory, the bringing 
together of affective, cognitive, behavioural, physiological and systems approaches to 
psychotherapy. The concepts are utilised within a perspective of human development 
in which each phase of life presents heightened developmental tasks, need 
sensitivities, crises and opportunities for new learnings” (Erskine & Trautmann, n.d.).
This essay will be written in the context of a placement within a child and adolescent 
mental health service. Working as a trainee psychologist within this setting demands a 
flexibility of approach in order to conceptualise and work with the child and their 
presenting difficulties, the inter-relationship with their systems and the therapeutic 
relationship both with the child and others within these systems. Therapeutic work 
within this placement is predominantly cognitive-behavioural, incorporating systemic 
and psychodynamic principles. The person-centred model has proved helpful in trying 
to work integratively with these approaches. This essay will begin by outlining the 
principles of the person-centred model of therapy before proceeding to discuss how it 
assists efforts to work integratively with cognitive-behavioural, psychodynamic and 
systemic models. It will then discuss its particular value in the context of child and 
family services, using some clinical examples to illustrate.
Person-centred therapy was founded by Carl Rogers (1951) with the central premise 
that “the individual has within himself vast resources for self-understanding, for 
altering his self, his attitudes and his self-directed behaviour” (Rogers, 1974, p. 116). 
The therapeutic relationship, comprising the core conditions of genuineness, 
acceptance and empathy is believed to be the means through which individuals can be 
facilitated towards the discovery and use of these inherent resources. Person-centred 
theory asserts that individuals have an inner, or “organismic self’ (Thome, 1990) and
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a self-concept that is constructed through the attitudes and opinions of others. It is also 
suggested that individuals have an innate need for positive regard from significant 
others. Too much incongruence between the experiences of the inner self and the self- 
concept as defined by others, lead to an alienation from one’s own inner resources and 
sense of worth. This is proposed to create a negative self-concept and a tendency to 
rely upon others for self-worth.
Some principles of the person-centred model, such as the core conditions of the 
therapeutic relationship, have long been incorporated into many different therapeutic 
approaches. However, other components of the theory such as the development of the 
self, the principle of self-actualisation and the mechanisms behind psychological 
difficulties, also have a lot to offer in terms of working integratively.
Person-centred theory rests upon the assumption that the self-concept is developed 
through relationship with others. This is fundamental to many psychodynamic theories 
(e.g. Bowlby, 1969; Fairbaim, 1952; Kohut, 1977; Winnicott, 1965), cognitive- 
behavioural theories (e.g. Beck, 1976) and systemic theories (e.g. Bateson, 1972). 
This stance offers an inter-relational explanation for psychological difficulties; for 
example, Rogers (1951) suggested that problems emerged from an individual’s 
continual dependence upon others for their self-worth. This is explained further by 
Thome (1990): “[they] will be at pains to preserve and defend at all costs the self- 
concept which wins approval and esteem and will be thrown into anxiety and 
confusion whenever incongmity arises between the self-concept and actual 
experience” (p.111).
This has similarities with the cognitive concept of core beliefs, also formed through 
early experiences and relationships with others. As a means of alleviating the anxiety 
of existing in an unpredictable world, individuals form belief systems that interpret 
their current experiences in a way that is consistent with their expectations. 
Disconfirmatory experiences are typically discounted through a variety of cognitive 
processes in order to preserve their original views of themselves and others.
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Bowlby (1969) also emphasises the concept of dependence upon significant others for 
a sense of self-worth. He advocates that through interaction with others, individuals 
develop an internal working model that encapsulates their expectations of others’ 
capacity to meet their needs and their own subsequent sense of worth. Within this 
theoretical framework, maladaptive behaviours are often seen as attempts to elicit 
caregiving behaviours and to establish a sense of worth in relations with others.
Systemic theory identifies the concept of homeostasis (e.g. Jackson, 1965), centred 
upon the need for families to maintain equilibrium. The familial self-concept and 
sense of worth depends upon the inter-relationships within the family system. 
Difficulties can often arise when a change in one member threatens the equilibrium 
and elicits restorative responses from others within the system.
Therapeutic work with Lucy, an eight-year-old girl whose parents have recently 
separated, offers an example of trying to integrate these theories in practice. She 
expressed considerable anger towards her father for leaving, for his inadequacies in 
supporting her mother and for his perceived rejection of her in favour of her brothers. 
She seemed to gain some approval and esteem for not expressing this to him directly. 
However, the anxiety and confusion arising from the discrepancy between her actual 
feelings and her need for positive regard seemed to manifest in aggression towards her 
brother and a lack of confidence in her self. This latter was evident in sessions where 
she showed little trust in her own decision-making, often asking for guidance on 
decisions such as what colours she should use or how she should draw things.
This principle of preserving the self-concept also transfers to the family dynamic; it 
seemed that this child’s difficulties served to divert attention from the problems in the 
parental relationship. Indeed, research has found that the emotional triangulation of 
children into parental conflict reduced physiological measures of stress in the parents 
(Minuchin et al., 1978). In cognitive terms, Lucy appeared to believe that she was not 
loved and thus interpreted events and interactions with others from this stance. Her 
emotional and behavioural reactions to this perceived rejection served to arouse 
disapproval and frustration in those around her, thus confirming her belief and 
negative self-concept, as well as perpetuating this cycle of interactions.
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Person-centred theory advocates a non-directive approach and the provision of space 
with the belief that individuals will use it in the way that is best for them. When given 
this freedom, Lucy has frequently drawn or played in a way that has enabled her to 
express the significant issues for her. In a game of story telling that she initiated, she 
related the story of Little Red Riding Hood. With exploration, she identified her 
brother as the wolf who ate the grandmother (her mother). She herself was Little Red 
Riding Hood who, on a visit to her grandmother, found her consumed by the wolf and 
I was the woodcutter, who rescued the grandmother, reuniting her with Little Red 
Riding Hood. This seemed to encapsulate her perception of the therapeutic process, 
which may have been difficult to elicit through a more directive approach.
Trusting that Lucy’s request to bring her mother into the therapy room was a 
communication of what she needed, also led to a very productive session in which she 
began to verbally express her anxieties to her mother for the first time. This process, 
in systemic terms, served to reinforce the parent-child subsystem and within Bowlby’s 
framework, to facilitate the development of a healthier attachment in which her needs 
could be expressed and met.
It was useful to frame the work with Lucy’s mother in terms of attachment and 
systemic theories. This involved conceptualising her daughter’s experiences in terms 
of loss and proximity-seeking behaviour, and formulating interventions with the aim 
of re-establishing the parental sub-system and facilitating the parent-child attachment.
It can be argued that the principles of the person-centred approach have particular 
relevance for the context of child and adolescent services. Indeed, recent government 
initiatives to develop an integrated multi-agency approach to working with children 
and young people have essentially adopted a person-centred framework with which to 
achieve this. The aim of these initiatives has been emphasised as: “putting children 
and young people at the centre of their care, building services around their needs” 
(Children’s National Service Framework, 2003). In practice, maintaining a client- 
centred approach in this context can be challenging, particularly when faced with the 
sometimes-conflicting needs of the child and those around them. The core conditions 
of genuineness, acceptance and empathy can facilitate the ability to understand the
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needs of and to form working relationships with the different people involved, whilst 
maintaining the child’s needs as central.
The person-centred model conceptualises the therapeutic relationship as one of mutual 
respect and equality. This has proven particularly valuable when working with parents 
who have felt judged or blamed by professionals with regard to their child’s 
difficulties, and in assisting them to tap into their own strengths. For example, some 
parents reported having known intuitively that something was wrong with their child, 
but had had this repeatedly disconfirmed hy health professionals. This seemed to 
contribute towards a negative concept of themselves as parents and to a sense of heing 
deskilled and ultimately losing faith in their own judgment. This has clear parallels 
with Roger’s concept of such discrepancy leading to an eventual incapacity to use 
inner resources.
These concepts have also been useful in building relationships with young people, 
especially in addressing the inevitable power imbalance and the fairly typical 
experience of children being referred for therapy at the request of others. On one 
occasion, a ten year-old boy, referred for panic attacks, was extremely reluctant to 
attend the assessment and was physically pushed through the clinic door and into the 
therapy room by his mother. He proceeded to sit with his back to her, fighting off tears 
and refusing to speak to either of us. Although he spent the majority of the session in 
silence, communicating empathy and acceptance of his feelings and unwillingness to 
talk seemed to facilitate his later participation in a drawing task and his return the 
following week. With this empathie and collaborative stance, it was possible to begin 
to integrate some of the principles of cognitive-behavioural therapy in exploring his 
experiences, which he had previously felt unable to discuss with anyone.
Some developmental theories (e.g. Erikson, 1968; Vygotsky, 1962) suggest that 
children are largely dependent upon others for their sense of self. Person-centred 
theory contends that psychological difficulties arise from a conflict between subjective 
experiences and the perceptions of others. These ideas can assist parents in 
understanding the value of relating to their child in a way that facilitates the 
development of a positive self-concept. It seems that one important way of achieving
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this is through the validation of a child’s actual experiences. This is central to both 
Kohut’s theory (1977), whereby this mirroring hy parents leads to a healthy sense of 
self, and Bowlby’s concept of a secure attachment, characterised by an internal 
working model in which one trusts that one’s needs can be met by significant others. 
Such interactions can also begin to challenge existing beliefs that may be adversely 
influencing relationships with others and thus begin to break the interactional cycles 
outlined in cognitive theory.
Practitioners of humanistic play therapy (e.g. Bratton & Ray, 2001) also advocate the 
validation of subjective experience and suggest that the distinction between self and 
non-self can be applied to the parent-child relationship. This can be used to help 
parents understand that their own needs can be very different from those of their child 
and to consider how they can meet these accordingly.
It can be concluded that person-centred theory offers a useful framework within which 
to integrate cognitive-behavioural, psychodynamic and systemic theories at both a 
theoretical and a practical level. The emphasis upon the core relational conditions, 
which provide a respectful and validating context in which to share perspectives, 
seems particularly useful when working within multiple systems. Examples from 
practice have hopefully demonstrated how person-centred principles can be used to 
facilitate children and parents in forming therapeutic relationships and engaging in the 
therapeutic process.
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Discuss the ending of the therapeutic relationship in relation to psychoanalytic
ideas
Since Freud first founded the psychoanalytic movement, the conceptualisation of the 
therapeutic relationship has changed. In his original, authoritarian model, the analyst 
was perceived as an expert whose task was to make instinctual-libidinal 
interpretations, and the patient as a passive recipient of these interpretations. 
Countertransference was believed to be an undesirable hindrance to the therapeutic 
process and something to be avoided. However, with increasing recognition of the 
processes of transference and countertransference, the relationship between therapist 
and client came to be seen as an interactive process and the main tool of therapeutic 
change. It was believed to provide a containing function for the client’s emotions and 
projections and to serve as a medium through which earlier, significant relationships 
could be re-enacted and the unresolved issues within them worked through.
Whilst the significance of this relationship was acknowledged, little attention was paid 
to the ending of it. In Freud’s early, published cases, including those of Anna O and 
Dora, the issue of ending was all but ignored, with adverse consequences (Kupers, 
1988). Freud was later to identify a distinct change in the process of therapy as it 
neared the end, which he termed the ‘termination phase’. He believed this phase 
should be used to address the client’s feelings and fantasies about termination, 
primarily to discourage their feelings of dependency (Freud, 1937). More recent 
analysts have noted his omission of the experiences of loss and countertransference 
(Kupers, 1988).
The field of psychoanalysis, whilst pioneered by Freud, incorporates many diverse 
theories. It is not within the scope of this essay to discuss these in depth. Rather, it will 
focus upon the contribution that psychoanalytic ideas, drawn from a range of theories, 
have made to the understanding of the issues involved in the ending of the therapeutic 
relationship.
Much of the psychoanalytic literature continues to refer to the ending of therapy as 
‘termination,’ in keeping with Freud’s original terminology. Interestingly, it is almost
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always the therapy that is depicted as being ‘terminated,’ as opposed to the therapeutic 
relationship itself. Consequently, the majority of the literature seems to focus upon the 
more technical aspects such as knowing when to end therapy, with little emphasis 
placed on the processes involved for both therapist and client. It has been suggested 
that the lack of focus on this issue may be a reflection of a difficulty that therapists 
have in coping with the feelings that can be evoked by the ending of the therapeutic 
relationship (Weddington & Cavenar, 1979; Wittenberg, 1999).
Within the psychoanalytic field, several authors have challenged the use of the term 
‘termination.’ Pedder (1988) highlights the inaccuracy of this term and its 
connotations of finality, which seem to conflict with the very ethos of therapy. Many 
analysts agree that the aim of therapy is for the client to internalise the therapist’s role, 
adopting a “self-analytic function” (Gaskill, 1980) that can continue long after therapy 
has finished (Ortmeyer, 1978; Winnicott, 1965). In accordance with this, Pedder 
(1988) advocates construing the ending process as one of weaning or “gradual 
disillusionment,” adopting Winnicott’s terminology from his theory of “good enough” 
mothering. This alludes to a transition in the relationship, originally between mother 
and child, which is believed to be equally applicable to that of therapist and client. 
This transition is proposed to evolve firom a position in which every need is met to one 
of an optimal gap between need and gratification, to a “good enough” meeting of 
needs. This allows for the child, or the client, to develop the ability to delay 
gratification and the capacity to meet their own needs.
The ending of therapy has also been referred to as a process of weaning by Meltzer 
(1967), as one of mourning (Klein, 1950), a new beginning (Balint, 1949), maturation 
(Payne, 1950) and individuation (Mahler, 1972). Inherent in most formulations is the 
theme of loss; many state that it is a time when earlier experiences of loss are 
reawakened. Parallels are drawn between the therapeutic ending and the repeated 
losses and separations experienced in the natural course of life; “each session that 
draws to its close, every break in the therapeutic relationship and eventually its 
ending... reinforce the painful reality every human being has to accept, that life is 
finite. The therapeutic relationship becomes the microcosm in which this facet of our 
existence is faced” (Bateman & Holmes, 1995, p. 12).
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This supports W olffs (1977) argument that loss is a central theme throughout the 
process of therapy and is not just confined to the ending. He identifies a series of 
losses experienced by the client, including the surrender of certain beliefs in order to 
effect change, a loss of their sense of independence and ability to cope alone, and the 
loss of the illusion of the therapist as a potential fiiend or parent figure. The idea of 
loss as a recurring theme throughout the therapeutic process seems to highlight the 
importance of effectively ending the very relationship through which these losses have 
been experienced. Several authors have used psychoanalytic concepts such as 
resistance, transference and countertransference to try and further the understanding of 
processes that may be involved in ending the relationship.
Within the literature, authors have identified different types of ending, including that 
which is mutually agreed, premature endings initiated by either therapist or client, and 
the prolonged ending. Ideally, therapy will end at a point agreed by both therapist and 
client, providing the opportunity to resolve any issues related to previous and current 
loss. Ortmeyer (1978) suggests that in such situations, the client will look to the 
therapist for guidance in how to manage the ending of their relationship. He argues 
that it is therefore important that the therapist has addressed their own issues regarding 
death and loss, and that the therapist is aware of who they represent in their client’s 
projections and transference.
Several authors point out the value of an effectively managed ending; Meltzer (1967), 
for example, highlighted this as a unique experience of being able to mourn the end of 
a relationship with an individual who is still alive. Wittenberg (1999) suggested that 
this very different experience of loss can facilitate people in facing and coping with 
future experiences of loss, stating, “in my experience, patients are immensely grateful 
for being accompanied in this mourning process and find it a deeply enriching 
experience” (p.355).
The concept of resistance features prominently in the psychoanalytic field and has 
been used to explain some of the difficulties that can arise at the end of therapy, 
including premature and prolonged endings. The psychoanalytic explanation of 
resistance to termination is based upon Freud’s early ideas. These conceptualise
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resistance as an id resistance, originating from the client’s unconscious wish to have 
childhood instinctual impulses gratified in the transference. An additional contributing 
factor is the wish to avoid the pain of mourning the loss of the therapist and having to 
accept the frustration of infantile needs not being met. The painful experiences of 
anxiety, frustration, renunciation, separation, loss and mourning evoked by 
termination are thus seen to lead to resistance. Firestein (1978) identified the 
manifestations of this resistance as a return of symptoms: “...cynical comments ahout 
proffered interpretations, depreciation of the analyst, scepticism ahout the worth of the 
analytic work, wishes to terminate immediately, seeking of substitute objects, 
expressions of rage, anxiety and mournful sadness” (p.245).
Ortmeyer (1978) reports that there is an implicit suggestion in the psychoanalytic 
literature that premature termination is the result of either unresolved resistance or 
transference. Freud developed the concept of ‘transference neurosis’ to describe the 
transferential relationship between analyst and client. Whilst Freud viewed 
countertransference primarily as a hindrance, later psychoanalysts believed that 
change could be effected through its resolution. Resistance to the termination of 
therapy was viewed as an impediment to this; “the more that the patient avoids the 
experience of grief [related to the ending], the greater is the potentiality for an 
unresolved and persistent transference relationship, and thus a failure to achieve the 
full benefit of insight-directed therapy as well as the possibility of subsequent neurotic 
disturbance in the future” (Dewald, 1971, p.281).
These concepts may be useful in trying to understand clients’ behaviour as therapy 
draws to a close. However, whilst not denying the importance of effectively ending 
the therapeutic relationship, it also seems essential to be mindful of external 
circumstances that may have an equal bearing on the process. Some argue that one 
must account for the many practical factors that can lead to premature termination, 
such as financial difficulties, ill health and moving out of the area (Kupers, 1988; 
Ortmeyer, 1978). Clarkson (1997) points out that the significance of the ending to a 
client will vary according to their investment in the relationship and their feelings 
towards the therapist and the therapy itself.
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It is striking that much of the psychoanalytic writing on the subject of termination 
pays little attention to the therapist’s role in either resisting termination, or in 
prematurely ending the relationship. Ortmeyer (1978) argues that this is a reflection of 
the authoritarian attitude present in early psychoanalytic ideas. However, several 
contemporary authors have addressed the issue of the therapist’s contribution to the 
processes involved in the ending of therapy.
Hopkins (1996) elaborates Winnicott’s concept of ‘good enough mothering’ and states 
that ‘too good mothering,’ namely too much meeting of an infant’s needs, can deprive 
the child of a sense of agency. She invokes Winnicott’s (1963) suggestion that this 
could happen within the therapeutic relationship and may he a significant factor in a 
therapy that becomes difficult to end. This seems to imply the development of a co­
dependency between therapist and client. It has also been suggested that the 
therapist’s unconscious conflicts and fantasies about separation and loss can 
contribute to their difficulty in ending the relationship (Kupers, 1988).
Wittenberg (1999), writing of her experience in working with children, proposed that 
envy and jealousy might also play a part. She suggested that therapists might feel envy 
towards parents who will continue to see the child progress, and jealousy towards 
others who will be trusted with their innermost thoughts. She argued that this is 
equally applicable to work with adults; therapists may find themselves reluctant to 
relinquish their role, having invested much time and energy in building a close and 
trusting relationship with a client.
I could identify with this when ending therapy with Mrs F, a 52 year-old woman, at 
the end of my first year placement. We had worked together within a cognitive- 
behavioural framework, addressing her long-standing difficulties with social anxiety. 
From the outset of our work and in her previous therapy, she had been adamant that 
she did not want to discuss her childhood, wanting only to focus on her present 
experiences. We agreed to include her early experiences of traumatic separations in 
our formulation, and whilst respecting her wishes to focus on the present, would 
occasionally gently contextualise her current experiences within her past. Gradually, 
as her confidence in managing her anxiety and her trust in our relationship grew, she
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began to share some of her distress at her early experiences and to acknowledge their 
significance in her current life. She expressed a wish to explore this further in therapy; 
however as we were nearing the end of our time frame and the end of my placement, 
we agreed that referral to a colleague would be most appropriate. Mrs F expressed 
feelings of disappointment and sadness that we could not continue this work together. 
I was aware of similar feelings, in addition to both envy and gratitude towards the new 
therapist. Had I not been leaving the placement, thus making it impossible to continue 
this work, the feelings of envy may have been more prominent and would likely have 
made it harder to relinquish my role.
I made a point of exploring clients’ experiences of ending therapy, particularly as, in 
light of my own recent bereavements and working within a cognitive-behavioural 
model in which one could prioritise technique over the process, there was the potential 
to avoid these issues. It was especially significant that Mrs F was able to express such 
feelings; she had always considered herself “cold” due to her mother’s observations 
that she had not shown distress at the loss of significant caregivers in childhood. It 
seemed that this process helped us to end our relationship in a way that provided Mrs 
F with a new experience and consolidated her achievements made throughout therapy.
Others have acknowledged the therapist’s role in prematurely ending a relationship 
with a client. Schavieren (1997) raises the issue of gender dynamics in her paper on 
male clients who terminated therapy early with their female therapists. She identified 
dynamics within the relationship, such as the men being fearful of becoming too 
intimate, or of becoming trapped within a relationship from which they were unable to 
escape. She also found some men to be afraid of their own violent or sexual impulses, 
“often linked to desires in the transference which are based in infantile and dependent 
feelings but are confused with the sexual at an adult level” (p. 14). She argues that the 
therapist can collude with this process out of fear of being perceived as seductive, or 
being afraid of the client’s sexuality or aggression. Thus, rather than interpret the 
transference, she may facilitate the client in leaving therapy. Schavieren stresses that it 
is important for a therapist to be aware of and able to work with their own feelings, 
and to be able to distinguish between the adult, sexual, infantile and erotic aspects of 
the transference.
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It would seem that the issues raised in the psychoanalytic literature around ending 
have important implications for the client and the therapist. An unsuccessful ending 
could undermine therapeutic outcome, leaving the client with unresolved transference 
issues and impeding the development of their ability to internalise the therapeutic role. 
Several psychoanalytic authors purport that analysis is never really complete; Freud 
himself believed that it was interminable. Bion (1962) talked of a ‘split off fiend’, a 
part of the self, which remains unanalysed. Regardless of whether one interprets this 
as inferring that individuals may need several analyses throughout their lives, or that 
they undertake a self-analytic role, few would disagree that the ending of a therapeutic 
relationship should facilitate continued growth, and future analysis should it be 
required.
The apparent dearth of psychoanalytic writing on countertransference issues has also 
had implications for therapists and subsequently their clients. Wittenberg (1999) raises 
the point that very few training courses focus upon the issue of ending therapy, 
referring to the denial of this issue becoming “built into group and institutional 
defensive systems” (p.340). She specifically highlighted the experience of trainees 
about to graduate, having to “contain their patients’ feeling about their treatment heing 
brought to a close while at the same time coping with their own emotional upheaval at 
.. .losing.. .the containment provided by the institution” (p.340).
It does seem surprising that psychoanalytically oriented training, which places such a 
strong emphasis on the therapeutic relationship, pays little attention to the processes 
involved in ending it. It could be argued that an explicit focus on these issues during 
training would maximise therapists’ ability to effectively manage therapeutic endings, 
both during and after training.
In an interesting parallel to the therapeutic context, the ending of trainee placements 
offers experiences of endings prior to the ultimate separation of graduation. Like some 
clients, trainees may not always be ready to leave their placement, a process that 
involves having to take new learnings and self-developments into the uncertainties of 
a future placement. When leaving my psychodynamic placement, which I had
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particularly enjoyed and was therefore sad to leave, I found supervision helpful in 
considering this process and its impact upon therapeutic work.
Conclusions
The classical psychoanalytic view of the therapeutic relationship has come under 
much criticism for its authoritative stance. Contemporary psychoanalytic ideas centre 
upon the interactive nature of the relationship and acknowledge the value of processes 
such as transference and countertransference. Such concepts provide a useful 
framework from which to understand both therapist and client reactions to the ending 
of the therapeutic relationship. Furthermore, they alert the therapist to changes in the 
relationship, offering a means of both understanding and effectively dealing with 
them, so as to maximise therapeutic gain for the client.
The countertransference literature also encourages a high level of self-awareness in 
the therapist, which few would disagree is a vital component of effective therapy. 
However, several authors have warned of inappropriate application of these concepts, 
reminding therapists that what may be interpreted as resistance or transference may in 
fact be a consequence of external, real life factors. Equally, they may not be 
applicable in cases where the client has not invested much in the therapeutic 
relationship and therefore its termination may not hold as much significance. It could 
be argued that both the failure to notice responses to ending, and not being able to 
accept that it may not he of significance to the client, have the potential to be equally 
damaging.
It also appears that there is still a bias within the psychoanalytic literature towards 
placing the onus on the client. This is evident from the relative lack of attention paid 
to therapists’ experiences of the ending of the therapeutic relationship. The literature 
also suggests that the issue of ending is neglected in training courses, mirroring the 
more widespread neglect in the psychoanalytic field. It could be argued that more of 
an emphasis on this in training could in turn generate increased awareness in both 
clinical practice and academic writing.
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Whilst there are limitations in the extent to which the psychoanalytic literature 
contributes to a full understanding of the processes involved in the ending of the 
therapeutic relationship, it can also be argued that it offers more than other 
psychological approaches have on this subject. The concepts manifest in 
psychoanalytic ideas offer a framework that can be usefully applied to the therapeutic 
ending. Further study of these concepts and their validity in psychoanalysis as it is 
practised today seems essential.
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Psychopathology Report:
With reference to the standard classificatory schemes (e.g., DSMIV and ICD 10), 
discuss the various possible diagnoses that might be considered in this case. From 
the case material, outline the most likely diagnosis and say why you think the 
client fits into that particular category. Also include a brief discussion of any 
further information or assessments that you might think necessary in this
instance.
Case material
Alice Siegel was 22 years old when she reluctantly agreed to interrupt her college 
education in mid semester and admit herself for the eighth time to a psychiatric 
hospital. Her psychologist. Dr Swenson, and her psychiatrist. Dr Smythe, believed that 
neither psychotherapy nor medication was currently effective in helping her control 
her symptoms and that continued outpatient treatment would be too risky. Of most 
concern was that Alice was experiencing brief episodes in which she felt that her body 
was not real and, terrified, would secretly cut herself with a knife in order to feel pain, 
thereby feeling real. During the first part of the admission interview at the hospital, 
Alice angrily denied that she had done anything self-destructive. She did not sustain 
this anger, however, and was soon in tears as she recounted her fears that she would 
fail her mid-term examinations and be expelled from college. The admitting 
psychiatrist noted that, at times, Alice behaved in a flirtatious manner, asking 
inappropriate personal questions such as whether any of the psychiatrist’s girlfriends 
were in the hospital.
Upon arrival at the inpatient psychiatric unit, Alice once again became quite angry. 
She protested loudly, using obscene and abusive language when the nurse-in-charge 
searched her luggage for illegal drugs and sharp objects (a routine procedure with 
which Alice was well acquainted). These impulsive outbursts of anger had become 
quite characteristic for Alice over the past several years. She would often express 
anger at an intensity level that was out of proportion to the situation. When she 
became this angry, she would actually do or say something that she later regretted.
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such as extreme verbal abuse of a close friend or breaking a prized possession. In spite 
of the negative consequences of these actions and the ensuing guilt and regret on 
Alice’s part, she seemed unable to stop herself from periodically losing control of her
anger.
That same day, Alice filed a “3-day notice,” a written statement expressing an 
intention to leave the hospital within 72 hours. Dr Swenson told Alice that if she did 
not agree to remain in the hospital voluntarily, he would initiate legal proceedings for
5
her involuntary commitment on the ground that she was a threat to herself. Two days 
later, Alice retracted the 3-day notice and her anger seemed to subside.
Over the next two weeks Alice seemed to be getting along rather well. Despite some 
complaints of feeling depressed, she was always very well dressed and groomed, in 
contrast to the more psychotic patients. Except for occasional episodes when she 
became verbally abusive and slammed doors, Alice appeared and acted like a staff 
member. Indeed, Alice began taking on a “therapist” role with the other patients, 
listening intently to their problems and suggesting solutions. She would often serve as 
a spokesperson for the more disgruntled patients, expressing their concerns and 
complaints to the administrators of the treatment unit. With the help of her therapist, 
Alice wrote a contract stating that she did not feel like hurting herself and that she 
would notify staff members if that situation changed. Given that her safety was no 
longer an issue, she was allowed a number of passes off the unit with other patients 
and friends.
Alice became particularly attached to several staff members and arranged one-to-one 
talks with them as often as possible. Alice used these talks to complain about alleged 
inadequacies and unprofessionalism of other staff members. She would also point out 
to whomever she was talking that he or she was one of the few who knew her well 
enough to be of any help to her. These talks usually ended with flattering compliments
from Alice as to how understanding and helpful she found that particular staff person.
to
These overtures made it difficult for certain of these staff members of confront Alice 
on issues such as violations of rules of the treatment unit. For instance, when Alice 
returned late from a pass off grounds, it was often overlooked. If she was confronted.
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especially by someone with whom she had felt she had a special relationship, she 
would feel betrayed and angrily accuse that person of being “just like the rest of 
them.”
By the end of the third week of hospitalisation, Alice no longer appeared to be in 
acute distress and discussions were begun concerning her discharge from the hospital. 
At about this time, Alice began to drop hints in her therapy sessions with Dr Swenson 
that she had been withholding some kind of secret. Dr Swenson confronted this issue 
in therapy and encouraged her to be more open and direct if  there was something 
about which she was especially concerned. Alice then revealed that since her second 
day in the hospital she had been receiving illegal street drugs from two friends who 
visited her. Besides occasionally using the drugs herself, Alice had been giving them 
to other patients on the unit. This situation was quickly brought to the attention of all 
the other patients in the unit in a meeting called by Dr Swenson; during the meeting 
Alice protested that the other patients had “forced” her to bring them drugs and that 
she actually had no choice in the matter. Dr Swenson interpreted this as meaning that 
Alice had found it intolerable to be rejected by other people and was willing to go to 
any lengths to avoid such rejection.
Soon after this incident came to light, Alice experienced another episode of feeling as 
if she were unreal and cut herself a number of times across her wrists with a soda can 
she had broken in half. The cuts were deep enough to draw blood but were not life 
threatening. In contrast to previous incidents, she did not try to keep this hidden and 
several staff members, therefore, concluded that Alice was malingering- that is, 
exaggerating the severity of her problems so that she could remain in the hospital 
longer. The members of Alice’s treatment team then met to decide the best course of 
action with regard to the dilemma. Not everyone agreed that Alice was malingering. 
Although Alice was undoubtedly self-destructive and possibly suicidal and, therefore, 
in need of further hospitalisation, she had been sabotaging the treatment of other 
patients and could not be trusted to refrain from doing so again. With members of her 
treatment team split on the question of whether or not Alice should remain in the 
hospital, designing a coherent treatment programme would prove difficult at best.
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Social History
Alice was the older of two daughters bom to a suburban middle-class family. She was 
two years old at the time her sister Jane was bom. Alice’s mother and father divorced 
four years later, leaving the children in the custody of the mother. Financial problems 
were paramount at that time, as Alice’s father provided little in the way of subsequent 
child support. He remarried soon afterwards and was generally unavailable to his 
original family. He never remembered the children on birthdays or holidays. When 
Alice was seven years old, her mother began working as a waitress in a 
neighbourhood restaurant. Neighbours would check in on Alice and Jane after school, 
but the children were left largely unattended until their mother retumed home from 
work in the evening. Thus, at a very early age Alice was in a caretaker role for her 
younger sister Jane. Over the next few years, Alice took on a number of household 
responsibilities that were more appropriate for an adult or much older child (e.g. 
babysitting, regular meal preparation, shopping). Alice voiced no complaints about the 
situation and did not present any behavioural problems at home or in school. Her most 
significant concem was the absence of her father. Had she somehow something to do 
with the divorce? How much better would her life have been if only her father was 
with her?
When Alice was 13 years old, her mother married a man she had been dating for about 
three months. The man, Arthur Siegel, has a 16- year- old son named Michael who 
joined the household on a somewhat sporadic basis. Michael had been moving back 
and forth between his mother’s and father’s houses since their divorce four years 
earlier. His mother had legal custody but was unable to manage his more abusive 
behaviours, so she frequently sent him to live with his father for several weeks or 
months. Because she still entertained the fantasy that her mother and father would 
remarry, Alice resented the intrusion of these new people into her house. Alice was 
quite upset when her mother changed her and her children’s last name to Siegel. She 
also resented the loss of some of her care taking responsibilities, which were now 
shared with her mother and stepfather.
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The first indications of any behavioural or emotional problems with Alice occurred 
shortly after the marriage. She was doing well academically in the seventh grade when 
she began to skip class. Her grades fell precipitously over the course of a semester and 
she began spending time with peers who were experimenting with alcohol and street 
drugs. Alice became a frequent user of these drugs, even though she experienced some 
frightening symptoms after taking them (e.g. vivid visual hallucinations, strong 
feelings of paranoia). By the end of the eighth grade, Alice’s grades were so poor and 
her school attendance so erratic that it was recommended that she be evaluated by a 
psychologist and possibly held back for a year. The family arranged for such an 
assessment and Alice was given a fairly extensive battery of intelligence and 
projective tests. She was found to be extremely intelligent, with an IQ of 130 
(Wechsler Intelligence Scale for Children- Revised). Projective test£) results 
(Rorschach, Thematic Apperception Test) were interpreted as reflecting a significant 
degree of underlying anger, which was believed to be contributing to Alice’s 
behavioural problems. Of more concem was that Alice gave a number of bizarre and 
confused responses on the projective tests. For example, when people report what they 
“see” in the famous Rorschach inkblots, it is usually easy for the tester to also share 
the client’s perception. Several of Alice’s responses, however, just didn’t match any 
discernable features of the inkblots. This type of response is usually seen in more 
serious disorders such as schizophrenia. The psychologist, although having no 
knowledge of Alice’s home life, suspected that her problems might have been a 
reflection of her difficulties at home and recommended family therapy at a local 
community mental health centre.
Several months later, Alice and her mother and sister had their first appointment with 
a social worker at the mental health centre. Mr Siegel was distmstful of the prospect 
of therapy and refused to attend, stating, “no shrink is going to mess with my head!” 
In the ensuing therapy, the social worker first took a detailed family history. She 
noticed that Alice appeared very guarded and was reluctant to share any feelings about 
or perceptions of the events of her life. The next phase of family therapy was more 
educational in nature, consisting of teaching Mrs Siegel more effective methods of 
discipline and helping Alice to see the importance of attending school on a regular 
basis.
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Family therapy ended after three months with only marginal success. Although Mrs 
Siegel had been a highly motivated client and diligently followed the therapist’s 
suggestions, Alice had remained a reluctant participant in the therapy and was 
unwilling to open up. One very serious problem Alice had been experiencing had not 
ever been brought to light; she was being sexually abused by her older stepbrother 
Michael. The abuse had started soon after her mother’s marriage to Mr Siegel. 
Michael had told Alice that it was important for her to leam about sex and, after 
having sexual intercourse with her, threatened that if she ever told anyone he would 
tell all her friends that she was a “slut.” This pattern of abuse continued on numerous 
occasions, whenever Michael was living with his father. Even though Alice found 
these encounters aversive, she felt unable to reftise participation or to let anyone know 
what was occurring. At the time Mr and Mrs Siegel divorced, when Alice was 15 
years old, these instances of sexual abuse were the extent of Alice’s sexual 
experience. She was left feeling depressed and guilty.
When Alice began high school she continued her association with the same peer group 
she had known in junior high. As a group they regularly abused drugs. It was under 
the influence of drugs that Alice began to have her first experiences of feeling unreal 
and dissociated from her surroundings. She felt as though she were ghostlike, that she 
was transparent and could pass through objects or people.
Alice also began a pattern of promiscuous sexual activity within the peer group. As 
happened when she was being abused by her stepbrother, she felt guilty for engaging 
in sex but unable to turn down sexual advances from either men or women. She was 
particularly vulnerable when under the influence of drugs and would, under some 
circumstances, participate in various sadomasochistic sexual activities. For example, 
Alice was sometimes physically abused (e.g. struck in the face with a fist) by her 
sexual partners while having sex. She didn’t protest and, after a while, came to expect 
such violence. On some occasions, Alice’s sexual partners would ask her to inflict 
some kind of pain on them during sexual activity, for example biting during fellatio or 
digging her nails into her partner’s buttocks. Even though these activities left Alice 
with a sense of shame and guilt, she felt unable either to set limits on her peers, to
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leave her particular peer group, or to avoid those whose sexual practices were 
particularly troubling to her.
By the time Alice was 16 years old she found that she rarely, if  ever, wanted to spend 
time alone. She was often bored and depressed, particularly if she had no plans for 
spending time with anyone else. One night while cruising in a car with friends, a siren 
and flashing lights appeared. The police stopped the car because it had been stolen by 
one of her friends. A quantity of street drugs was also found in the car. Alice claimed 
that she had not known that the car was stolen.
The judge who subsequently heard the case was provided with information concerning 
Alice’s recent history at home and school. He was quite concerned with what 
appeared to be a progressive deterioration in Alice’s academic and appropriate social 
functioning. Because previous outpatient treatment had failed, he recommended 
inpatient psychiatric treatment as a means of helping her gain some control over her 
impulses and preventing future legal and psychological problems. In some sense Alice 
was being offered a choice between being prosecuted as an accessory to car theft and 
possession of illegal substances, or signing into a mental hospital. Reluctantly, she 
chose the latter.
During the first hospitalisation, Alice’s emotional experiences seemed to intensify. 
She vacillated between outbursts of anger and feelings of emptiness and depression. 
She showed some vegetative signs of depression, such as lack of appetite and 
insomnia. Antidepressant medication was tried for several weeks and found to be 
ineffective. Alice spent most of her time with a male patient in the hospital. To any 
observer, their relationship would not have seemed to have a romantic component. 
They watched TV together, ate together, and played various games that were available 
on the ward. There was no physical contact or romantic talk. Nonetheless Alice 
idealised the man and had fantasies of marrying him. When he was discharged from 
the hospital and severed the relationship, Alice had her first non-drug-induced episode 
of feeling “unreal” (derealisation) and subsequently cut herself with a kitchen knife in 
order to feel real. She began making suicide threats over the telephone to the former
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patient, saying that if  he did not take her back she would kill herself. She was given a 
short trial of antipsychotic medication, which proved ineffective.
During this first hospitalisation Alice started individual psychotherapy, which was 
continued after discharge from the hospital. The therapy was psychodynamically 
oriented and focused on helping Alice to establish a trusting relationship with a stable 
adult (her therapist). The therapist also attempted to help Alice work through the 
intrapsychic conflicts that had started very early in her life. For example, the therapist 
hypothesised that Alice’s mother had been critical of Alice’s appropriate autonomous 
behaviour during early childhood. It was believed that the mother offered support and 
comfort to Alice only if Alice behaved in a childish, dependent and regressive 
manner. This was presumed to have led to Alice’s fear of being abandoned by people 
who were important to her, should she act in an independent or self-assertive manner. 
One of the therapist’s goals was to show Alice that he would still be available (i.e. not 
leave her) when she acted in a mature, adult fashion. It was hoped that this would help 
Alice to feel more secure in her interpersonal relationships.
Despite these therapy sessions, Alice continued to exhibit the symptoms that had 
developed over the past several years, including drug abuse, promiscuity, depression, 
feelings of boredom, episodes of intense anger, suicide threats, derealisation and self- 
mutilation (cutting herself). A number of hospitalisations were required when Alice’s 
threats and /or self-mutilation became particularly intense or frequent. These were 
usually precipitated by stressful interpersonal events, such as breaking up with a 
boyfriend or discussing emotionally charged issues in psychotherapy (e.g. her past 
sexual abuse). Most of the hospitalisations were relatively brief (two to four weeks) 
and Alice was able to leave after the precipitating crisis had been resolved.
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Diagnostic Report 
Introduction
The Diagnostic and Statistical Manual of Mental Disorders, 4* edition (DSM-IV) and 
The International Classification of Diseases, 10^  ^revision (ICD-10) are the two main 
current international classification systems of psychiatric diagnosis. The DSM-IV 
(1994) consists of one set of criteria for both research and clinical purposes. It 
contains 16 major diagnostic classifications and one additional section addressing 
“other conditions that may be a focus of clinical attention.” The ICD-10 (1992) 
provides separate criteria for clinical and research purposes. The development of 
DSM-IV has been closely co-ordinated with the section on ‘Mental and Behavioural 
Disorders’ of the ICD-10. Thus, the DSM-IV codes and terms are fully compatible 
with those of ICD-10. This report will be based upon the criteria of DSM-IV and will 
incorporate the corresponding codes from ICD-10 (the respective codes will be 
presented in brackets after the diagnosis, with the DSM-IV code placed first, in bold 
print). Supporting quotes from the case history will be presented in italics.
The use of such diagnostic classifications is a controversial issue in the therapeutic 
field, however it is not within the scope of this report to address the various 
arguments, which have been documented elsewhere (e.g. Brammer et al, 1993). For 
the purpose of this report, a stance is taken in which the epistemological limitations of 
both the DSM IV and the ICD-10 are acknowledged alongside the view that such 
diagnostic systems can offer a valuable and supportive component to clinical 
assessment.
When using such diagnostic tools, it is generally advisable to use as many sources of 
information as possible. Using Ms Siegel’s case history, it is possible to incorporate 
information obtained fi*om her own self-report, observations of the report author, 
standardised assessments such as the WISC-R, the Rorschach and the Thematic 
Apperception Test, historical information documented in the clinical notes and other 
professionals including the psychologist, and nursing staff working with Ms Siegel. It 
is also important to consider the various contexts of the client in order that events that 
may be better explained by developmental or cultural factors are not pathologised.
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Potential diagnoses using DSM-IV and ICD-10
Using these classificatory schemes and the information from Alice Siegel’s case 
history, several diagnoses could be considered. Within the range of Axis I clinical 
disorders, her main experiences seem to include depression, anger and use of illicit 
substances and alcohol (see Appendix A for DSM-IV multiaxial system).
Ms Siegel could possibly be diagnosed with Dysthymic Disorder with early onset 
(300.4, F34.1), as her depressive symptoms are reported to have been present for six 
years (since the age of 16), although the pervasiveness of this mood is not clear. To 
fulfil the criteria for Dysthymic Disorder, it must be “for most of the day, for more 
days than not” (DSM-IV, p.280) and for at least two years (criterion A). Whilst 
depressed she has been observed to experience lack of appetite and insonmia (criterion 
B). Confirmation would be needed that she has never been without the symptoms for 
more than two months at a time (criterion C). Her symptoms of depression do not 
appear severe enough to warrant a diagnosis of Major Depressive Disorder (criterion 
D) She does not appear to have had a manic episode (criterion E), nor do her 
depressive symptoms occur exclusively during the course of a chronic psychotic 
disorder (criterion F). It would need to be ascertained whether her depressive 
symptoms were substance-induced (criterion G) and the extent to which her symptoms 
would impair her functioning (criterion H).
If further assessment did not provide information that would fulfil criteria A, C, G and 
H, her experiences could be classified as Depressive Disorder Not Otherwise 
Specified (311, F32.9) which includes disorders with depressive features that do not 
meet the criteria for Major Depressive Disorder, Dysthymic Disorder, Adjustment 
Disorder with Depressed Mood, or Adjustment Disorder with Mixed Anxiety and 
Depressed Mood.
An alternative diagnosis could be Substance-induced Mood Disorder (an identified 
substance is needed to allocate a code), with mixed features. Ms Siegel clearly 
exhibits a prominent and persistent disturbance in mood, characterised by both 
depressed and irritable mood (criterion A). Further information would be required to 
determine whether this disturbance in mood developed during or within a month of
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substance intoxication or withdrawal (criterion B) and whether classification under 
another Mood Disorder may be more appropriate (criterion C). Equally, it is uncertain 
whether her mood disturbance occurs exclusively within a delirium (criterion D) and 
the extent to which her symptoms impair her functioning (criterion E).
Ms Siegel is reported to have begun experimenting with street drugs and alcohol at 
approximately aged 13, becoming a ''frequent user.'' It is important to consider the 
developmental and cultural context to this behaviour as such experimentation is 
reported to be common in adolescence in Western society (Wirtz & Harrell, 1990). 
However, her continued drug use throughout her teens and adulthood, in spite of 
adverse social and interpersonal consequences such as exacerbating her sexual 
vulnerability, fulfil the first criterion (A) for a diagnosis of Substance Abuse. Further 
information would be required to ascertain that she did not meet the criteria for 
Substance Dependence (criterion B).
There is no information as to which specific drugs she used, although according to the 
ICD-10, her symptoms of visual hallucinations and strong feelings of paranoia may 
suggest hallucinogens, cannabinoids, cocaine or other stimulants. She is also reported 
to have had drug-induced experiences of "feeling unreal and dissociated from her 
surroundings ” which is commonly experienced with hallucinogens and cannabinoids 
(ICD-10). Her performance, as an adolescent, on the Rorschach assessment elicited "a 
number o f bizarre and confused responses,... that are usually seen in more serious 
disorders such as schizophrenia. ” It is possible that these responses were in fact due 
to her drug use, as her experiences of paranoia and derealisation are similar to some of 
the psychotic symptoms experienced in schizophrenia.
In terms of Axis II disorders, it is evident from Ms Siegel’s intellectual assessment 
(WISC-R) that a classification of mental retardation can be discounted. Ms Siegel 
fulfils the general criteria for a Personality Disorder which in summary indicate “an 
enduring pattern of inner experience and behaviour that deviates markedly from an 
individual’s culture, is pervasive and inflexible, has an onset in adolescence or early 
adulthood, is stable over time, and leads to distress or impairment” (DSM-IV, p.633).
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Ms Siegel’s characteristics and patterns of behaviour seem to fulfil each of the nine 
criteria for Borderline Personality Disorder (301.83, F60.31) (see Appendix B for full 
diagnostic criteria).
Fulfilment of criterion 1 stipulates “frantic efforts to avoid real or imagined 
abandonment (...) the perception of impending separation or rejection can lead to 
profound changes in self-image, affect, cognition and behaviour” (p.654). Ms Siegel’s 
disclosure that she had been taking and distributing illegal street drugs seems to have 
coincided with preparations for her discharge from hospital. It is possible that her 
disclosure was an attempt to prevent what she may have perceived as abandonment or 
rejection. A subsequent episode of derealisation, followed by lacerations to her arm 
suggests the profound effect that this impending separation from the hospital had upon 
Ms Siegel. Dr Swenson, her psychologist, is reported to have formulated his 
therapeutic intervention upon her fear of abandonment and to have interpreted her 
perception of feeling coerced into supplying fellow patients with drugs as a 
consequence of her intolerance of rejection.
There also appears to have been profound changes in Ms Siegel’s self-image 
following the earlier rejection by her male co-patient, whereby she experienced her 
first non-drug induced episode of derealisation. Fears of abandonment are described as 
being related to an intolerance of being alone and a need to be with others. Ms 
Siegel’s case history states that "by the time Alice was 16 years old, she found that she 
rarely, i f  ever, wanted to spend time alone. ”
Criterion 2 identifies “a pattern of unstable and intense interpersonal relationships 
characterised by alternating between extremes of idealisation and devaluation” 
(p.654). Whilst in hospital, Ms Siegel appears to have exhibited a pattern of unstable 
and intense relationships, in which alternations between idealisation and devaluation 
are evident in her relationships with staff. For example, she was observed to become 
"particularly attached to several staff members and arranged one to one talks with 
them as often as possible. ” It was also reported that she expressed feelings of anger 
and betrayal if  these staff members confronted her on her infringements of the hospital 
rules, when she would devalue them by claiming that they were "just like the rest o f
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them. ” She also appears to have idealised a male co-patient and fantasised about 
marrying him, when staff had observed there to be no romantic component to their 
relationship.
Ms Siegel seems to have significant identity disturbance (criterion 3), manifested in 
her recurrent episodes of derealisation. Ms Siegel also shows impulsivity in at least 
two of the areas that are listed as potentially self-damaging (criterion 4), namely 
through her engagement in unsafe sexual practices and in her use of substances.
Her recurrent self-injury and on occasions, suicidal behaviour, often seems to be 
precipitated by threats of rejection or separation (criterion 5). For example, following 
her rejection by the male co-patient, she threatened suicide if he did not resume their 
relationship. Her case history also states that particularly intense self-injurious or 
suicidal behaviour were usually precipitated by "stressful interpersonal events such as 
breaking up with boyfriends. ”
Ms Siegel also exhibits “affective instability due to a marked reactivity of mood” 
(criterion 6, p.654) as seen in her episodes of dysphoria and anger. The duration of 
these episodes is unclear from Ms Siegel’s case history; to fully meet this criterion, 
they must last “only a few hours and rarely more than a few days.” Thus, further 
information would be required. Her case history states that at the age of 16, Ms Siegel 
was "often bored and depressed, particularly i f  she had no plans fo r  spending time 
with anyone else. ” Later, during her first hospitalisation, she was observed to 
“vacillate between outbursts of anger and feelings of emptiness.”
Such feelings of emptiness, of being easily bored and constantly seeking something to 
do are outlined in criterion 7. Ms Siegel was reported to have often expressed anger 
"at an intensity level that was out o f proportion to the situation ” and to have been 
unable to stop herself from losing control of it, thus fulfilling criterion 8. Ms Siegel 
has experienced severe dissociative symptoms manifested in her feelings of 
derealisation and her need to cut herself in order to re-establish her sense of reality. 
These episodes are not sufficiently enduring or severe to meet the criteria for any of 
the Dissociative Disorders and therefore fulfil criterion 9.
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Ms Siegel also appears to show some of the commonly associated features of 
Borderline Personality Disorder, such as a pattern of undermining herself when doing 
well. This was observed in her reaction to discussions about her discharge from 
hospital. It’s also common for individuals with this disorder to have recurrent job 
losses, interrupted education or broken marriages. Ms Siegel has already experienced 
significant disruption to her education and due to her interpersonal difficulties is 
unlikely to be able to hold down a relationship. Also associated with Borderline 
Personality Disorder is childhood experience of physical and/or sexual abuse, neglect, 
hostile conflict and early parental loss or separation. From Ms Siegel’s case history, it 
is evident that she experienced sexual abuse, the early loss of her father and some 
neglect when left unattended after school.
The case history does not state whether Ms Siegel has any medical conditions; if she 
did these would be recorded on Axis III.
Axis IV incorporates psychosocial and environmental problems that have occurred 
within the past year. Assuming that the case history is up-to-date, Ms Siegel’s 
interpersonal difficulties, such as her sexual vulnerability and her instability of 
relationships would be recorded. Further assessment would be required to establish 
whether she was experiencing any difficulties in areas such as education, occupation 
or housing. Problems occurring prior to the previous year can be included if  judged as 
contributing to the mental disorder or being a focus of treatment. Thus, Ms Siegel’s 
experience of sexual abuse would be recorded and possibly the loss of her father as 
this was reported to be “her most significant concem” as a child.
Axis V is used to report a clinical judgment of Ms Siegel’s overall level of 
functioning, which can be represented at different points in time. A tentative rating, on 
the basis of her case history could be made, although in a clinical context, impressions 
from direct contact with the client would be central. With this caveat in mind, I would 
suggest a rating of 11-20 as Ms Siegel seems to be in some danger of hurting herself 
or others.
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Further information or assessments that may be necessary.
Research identifies that in cases of Borderline Personality Disorder, common co- 
morbid Axis I disorders, in addition to those already mentioned are eating disorders, 
(particularly bulimia), Post-Traumatic Stress Disorder and Attention Deficit 
Hyperactivity Disorder (Frances et al., 1995). Whilst the case history does not provide 
information suggestive of any of these disorders, I would want to clarify this in a 
clinical interview and if felt to be appropriate, follow up with the relevant diagnostic 
inventories.
I would also conduct a more detailed assessment of her illicit drug and alcohol use in 
order to clarify which of the substance-related disorders may be applicable. 
Information about Ms Siegel’s physical health would be vital in order to clarify that 
her symptoms were not caused or exacerbated by a physical condition.
I would administer the Millon Clinical Multiaxial Inventory- III (Millon et al., 1994) 
in order to confirm the diagnosis of Borderline Personality Disorder and to assess 
whether any additional personality disorders or features were present. This measure 
also allows for assessment of substance-related disorders. It has been reported to 
demonstrate good reliability and criterion validity and to correlate highly with the 
DSM-IV (Davis et al., 1999)
Further information regarding Ms Siegel’s personal strengths and sources of support 
would also be beneficial when considering possible therapeutic interventions. From 
the information in the case history, Ms Siegel seems to demonstrate strength in 
recognising when she needs professional help, supported by the fact that none of her 
hospital admissions have required sectioning under the Mental Health Act (1983). She 
has also shown some willingness to engage with the help offered to her, as seen by her 
continued attendance at therapy following her discharge.
Conclusions and recommendations
The primary diagnosis for Ms Siegel is Borderline Personality Disorder. There seems 
to be evidence of a Mood Disorder; further assessment is required to establish whether 
it is Dysthymic Disorder, Substance-induced Mood Disorder or Depressive Disorder
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Not Otherwise Specified. There is also evidence of substance abuse, but further 
information would be required before an exact diagnosis could be made. Further 
assessment is required to assess for the presence of other common co-morbid Axis I 
disorders. Information on Ms Siegel’s physical health would be sought and a medical 
assessment recommended if she had not recently had one.
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APPENDIX A 
The DSM-IV Multiaxial Classification
Axis I clinical disorders; other disorders that may be a focus of clinical attention
Axis II personality disorders; mental retardation
Axis III general medical conditions
Axis IV psychosocial and environmental problems
Axis V global assessment of functioning
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APPENDIX B
DSM-IV Diagnostic Criteria for Borderline Personality Disorder
(DSM-IV, p.654)
A pervasive pattern of instability of interpersonal relationships, self-image, and 
affects, and marked impulsivity beginning by early adulthood and present in a variety 
of contexts, as indicated by five (or more) of the following:
(1) frantic efforts to avoid real or imagined abandonment. Note: do not include 
suicidal or self-mutilating behaviour covered in Criterion 5.
(2) a pattern of unstable and intense interpersonal relationships characterised by 
alternating between extremes of idealisation and devaluation.
(3) identity disturbance: markedly and persistently unstable self-image or sense of 
self.
(4) impulsivity in at least two areas that are potentially self-damaging (e.g., 
spending, sex, substance abuse, reckless driving, binge eating). Note: Do not 
include suicidal or self-mutilating behaviour covered in Criterion 5.
(5) recurrent suicidal behaviour, gestures, or threats, or self-mutilating behaviour
(6) affective instability due to a marked reactivity (e.g. intense episodic dysphoria, 
irritability, or anxiety usually lasting a few hours and only rarely more than a 
few days).
(7) chronic feelings of emptiness.
(8) inappropriate, intense anger or difficulty controlling anger (e.g. frequent 
displays of temper, constant anger, recurrent physical fights).
(9) transient, stress-related paranoid ideation or severe dissociative symptoms.
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Therapeutic Practice Dossier
61
Introduction
This dossier provides a context to my therapeutic practice throughout the course. It 
presents brief descriptions of each training placement. It also includes the ‘final 
clinical paper,’ which was submitted in the latter half of our final year of training. 
This offers an account of some of the factors that, at that time, I perceived had 
influenced my personal stance as a trainee counselling psychologist.
As specified in the introduction to the portfolio, all potentially identifying information 
related to clients, including details about placements and supervisors, have been 
changed or omitted in order to maintain confidentiality.
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Year 1 placement: An Assertive Outreach Service
November 2000- July 2001
My first year placement was located within an Assertive Outreach Service, which was 
an integrated Health and Social Services service for adults with severe and enduring 
mental health problems. Individuals within this service typically had diagnoses such 
as schizophrenia, severe bipolar disorders and often, associated drug and alcohol 
problems. They were particularly likely to have difficulties in engaging with services, 
which frequently led to deterioration in their mental health. The team was led by the 
consultant clinical psychologist and also consisted of a consultant psychiatrist, 
community psychiatric nurses, social workers, occupational therapists, a family 
intervention worker and community support workers.
The service offered a wide range of assessments and interventions, covering areas 
such as employment, training and education, daily living skills, social and leisure 
activities, psychosocial groups and individual work, family and carer support, and 
education.
The role of a trainee counselling psychologist within this context involved conducting 
psychological assessment and intervention with clients referred from within the 
Assertive Outreach Service and also with those referred on an outpatient basis from 
the Community Mental Health Team. Supervision was provided by the consultant 
clinical psychologist, within a cognitive-behavioural framework. This was on a 
weekly basis for one hour at a time.
Clients were offered weekly one-hour sessions of cognitive-behaviour therapy, 
initially for a twelve-week period, subject to review.
Clients referred to the service ranged in age from 18 to 65 and were predominantly of 
British white ethnic origin, from a diversity of socio-economic backgrounds.
63
Year 2 placement: An NHS Psychology department
October 2001- August 2002
This placement was located within a psychology department providing adult mental 
health and family services, within a small NHS hospital. The team comprised of 
twelve psychologists (clinical and counselling) and a varying number of both clinical 
and counselling psychology trainees at any one time. The department incorporated a 
range of services including Community Mental Health Teams, Primary Care, Inpatient 
services. Assertive Outreach and Rehabilitation teams. Members of the department 
worked with a diversity of approaches including cognitive-behavioural, integrative, 
narrative, psychodynamic and systemic.
As a counselling psychology trainee on a psychodynamic placement, my role involved 
assessment and therapeutic work with clients from primary care services and the 
Community Mental Health Team. It also involved liaising with a range of services 
including the Child and Adolescent Mental Health Service, the Rehabilitation team, 
agencies within the voluntary sector and professionals within primary care and 
community mental health teams such as GPs, psychiatrists, occupational therapists 
and community psychiatric nurses.
Psychodynamic supervision was provided by two members of the team, a clinical 
psychologist and a counselling psychologist. This consisted of an hour of individual 
supervision with each on a weekly basis. Two supervision groups ran concurrently on 
a fortnightly basis. These were based upon psychoanalytic and narrative approaches. 
As a trainee on a psychodynamic placement I mainly attended the psychoanalytic 
group, although was able to join a few of the narrative groups.
Therapy sessions were offered for an hour each week, the duration of which was 
flexible. They were initially framed within a twelve-week period, subject to review.
Clients referred to the department were aged between 16 and 65 and were 
predominantly of British white ethnic origin and from a range of socio-economic 
backgrounds.
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Year 3 placement: An NHS Child and Adolescent Mental Health Service
September 2002- August 2003
This placement was located within a city-based child and adolescent mental health 
service. The multidisciplinary team consisted of psychiatrists, clinical and counselling 
psychologists, child psychotherapists, family therapists, social workers, primary care 
nurses, and trainees from all disciplines.
As a counselling psychology trainee, my role involved both individual and joint 
assessment and therapeutic work with children, adolescents and their parents. Some 
cases were co-worked with colleagues within the team and others involved cognitive 
assessments only. My role has also involved conducting observational assessments 
within schools and liaison with professionals within other services including social 
services, educational services, schools, primary care settings and voluntary services.
The consultant clinical psychologist provided integrative supervision on a weekly 
basis for the first four months of this placement. Following her departure, another 
clinical psychologist in the team provided cognitive-behavioural and systemic 
supervision.
There was considerable flexibility in the number of sessions that could be offered, 
thus it was possible to work with clients on both a short and long-term basis.
Clients referred to this service were from a diversity of ethnic, socio-economic and 
cultural backgrounds. The children with whom I worked directly were aged between 
seven and sixteen; parental work was carried out in relation to children aged between 
four and sixteen.
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Additional professional activities
C o n t in u in g
P r o f e s s io n a l
D e v e l o p m e n t
Seminars:
T it l e  D a t e
Nature vs Nurture in child psychiatry 14.12.00
Obesity 15.02.01
Cognitive-behavioural groups therapy 21.02.01
for binge-eaters
Attention Deficit Hyperactivity 22.03.01
Disorder
Bipolar Disorder 05.04.01
Psychosexual counselling 26.04.01
Evaluation of CBT groups for 20.03.02
depression
The W ise  Assessment 27.03.03
Assessing Children in Schools 19.06.03
Training: Risk Assessment
Child Protection
05.12.01
19.12.02
Conferences:
T h e r a p e u t ic  w o r k
Clients’ Experiences of October 2001
Psychotherapy (Prevention of 
Professionals Abuse Network)
Multi-agency working in child and April 2003 
adolescent services (Connexions)
Group work: Support group for parents of children 17.01.01-
with eating disorders (co-facilitated 18.07.01
this on a fortnightly basis)
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Final Clinical Paper 
Introduction
This paper aims to present an account of how I have come to integrate various aspects 
of my training into my therapeutic work and the development of my own therapeutic 
style. What follows is in fact a ‘snapshot’ of an evolving process that I believe will 
continue throughout the rest of my career. My current perspective has developed from 
both the personal and professional experiences that I brought to the course and those 
that I have encountered whilst in training. There is considerable overlap between these 
different experiences, but, for the purpose of this paper, they will be organised under 
the headings of previous clinical experience, the framework of counselling 
psychology, personal therapy, supervision and therapeutic practice within different 
theoretical models including cognitive-behavioural, psychodynamic and systemic. As 
it is impossible to include all of the influences upon my current practice, this paper 
will discuss some of those experiences that seem most significant to me at the present 
time.
Previous clinical experience
I spent several years developing my experience as an assistant psychologist before 
embarking upon further training. Some of this was within an inpatient setting; 
working initially within a brain injury rehabilitation unit and later within a medium- 
secure setting with adults diagnosed with psychotic and personality disorders. I have 
incorporated many aspects of these experiences into my therapeutic practice as a 
trainee counselling psychologist. For example, having worked with people with such 
severe and enduring difficulties, I learned to pace therapy and to frame expectations of 
outcome within each individual’s capacity for change.
This has been valuable in subsequent work with clients; for example, in my first year 
placement, Mrs F, a 52-year-old woman, sought cognitive-behavioural therapy for 
social anxiety. In the assessment she briefly described a childhood with traumatic 
separations from her early attachment figures. She expressed strong resistance to 
discussing her childhood and requested that we focus purely upon management of her 
anxiety. Thus, whilst Mrs F’s childhood experiences were included in our formulation.
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therapeutic work was conducted at her pace, focusing upon her current anxieties. This 
was in accordance with the stepped care models of psychotherapy (Davison, 2000; 
Haaga, 2000), which advocate working at the least intrusive level possible, also 
consistent with ethical practice (James, 2001).
As an assistant psychologist, I regularly conducted neuropsychological and 
psychometric assessments and have retained a respect for the potential usefulness of 
such assessments as well as an informed awareness of their limitations. As a trainee I 
have chosen to try and maintain these skills throughout my placements. Aware of the 
controversy surrounding the use of these measures within the therapeutic field (e.g. 
Brammer et al., 1993) and of the opposing epistemological principles inherent in this 
form of assessment and in the philosophy of counselling psychology, I have tried to 
find a way of reconciling these factions.
By using these assessments purely as diagnostic tools, there is a danger of 
perpetuating the culture of disempowerment and labelling (e.g. Hillman, 1995). 
However, used sensitively, I have found that such assessments offer another means of 
exploring the subjective experiences of clients who are not always able to articulate 
their experiences. Incorporation of the qualitative and quantitative findings elicited by 
these measures into the assessment process can enable a fuller understanding of an 
individual’s phenomenology. This in turn can guide interventions at both individual 
and systemic levels, ultimately facilitating individuals in fulfilling their potential. 
From this perspective it can be argued that this enhanced understanding can in fact 
serve to empower individuals, both in helping them and others to make sense of their 
experiences, and in finding ways of dealing with them. Whilst it may not be possible 
to integrate these different epistemological positions, it seems that there are some 
parallels between them and that it is perhaps possible to hold both in mind as a means 
of achieving the same therapeutic aims.
My experience within inpatient settings has also heightened my awareness of power 
issues within the therapeutic relationship. This is manifest in the most literal sense 
within secure units, but equally seems present in other health or helping systems. As 
professionals, we are often embodiments of the power inherent in such systems
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(Biering, 2002) whether we wish to be or not and it seems crucial to attend to how this 
impacts upon the therapeutic process. Continual self-reflection and the elicitation and 
understanding of clients’ subjective experiences of these issues seem an essential 
means of doing this.
I have tried to incorporate this stance into my practice as a trainee by eliciting and 
working with feedback from clients about their experience of the therapeutic 
relationship and process. For example, when conducting joint sessions with an eight- 
year-old girl and her mother, I was aware of the potential for them to be experienced 
as adults forming an alliance against her. Through the use of drawing, I was able to 
elicit and then work with her perception that I was aligned, although to a lesser 
degree, with other adults who she perceived as telling her what to do. I am mindful 
that I may not always be as aware of clients’ perceptions. Indeed, research evidence 
suggests that clients’ and therapists’ perspectives of the therapeutic process often 
differ (e.g. Free et a/., 1985; Squier, 1990). Furthermore, clients’ perceptions have 
been found to be more predictive of therapeutic outcome than those of the therapist 
(e.g. Orlinsky et al., 1994). These themes have been central to my research with 
young people in secure accommodation and their perceptions of their relationships 
with parents and staff.
The afore-mentioned experiences as an assistant, amongst others, have laid the 
foundations upon which I have been able to further develop my therapeutic practice 
within the framework of counselling psychology. The following section outlines the 
main principles of counselling psychology; how I have integrated these into my 
practice is discussed throughout the remainder of this paper.
The Framework of Counselling Psychology
Counselling psychology is defined as being “firmly rooted in the discipline of 
psychology whilst emphasising the importance of the therapeutic relationship and 
process (...) [it is] concerned with the integration of psychological theory and research 
with therapeutic practice” (Division of Counselling Psychology, 2001). As a 
profession, it demands ethical and accountable practice and the incorporation of 
contextual factors such as culture and social status. These principles have remained
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central to both my therapeutic work and my research. Counselling psychology is 
grounded in the principles of humanistic theory and its use of the therapeutic 
relationship as a means of facilitating individuals to fulfil their potential. Accordingly, 
a reflective use of self is incorporated into all components of training.
Counselling psychology is also founded upon the scientist-practitioner model, which 
advocates that “...psychologists embody a research orientation in their practice and a 
practice relevance in their research” (Belar & Perry, 1992, p.72). The application of 
this model to psychological practice has been the source of considerable debate (e.g. 
Long & Hollin, 1997; Milne & Paxton, 1998). However, it seems to me that 
incorporating a reflexive stance to practice-relevant research could offer a means of 
optimising the relevance and benefit of research to practitioners.
For example, the process of conducting my own research has been beneficial on 
several levels. Primarily, the incorporation of the findings into the unit’s staff training 
programme will hopefully be of use to clients and staff. On a personal level, it has 
increased my awareness of the issues faced by some of the participants. Through 
conducting research interviews, I have developed my skills in engaging and relating 
with young people, skills that I have been able to transfer to my therapeutic work 
within a child and adolescent service. Reflection on the research process has led me to 
explore my motivations for studying this topic as well as my personal stance on key 
issues such as the power in these systems and in our relationships within them. I have 
found this a rich and challenging experience, which can only have enhanced my 
therapeutic practice.
How these different aspects of counselling psychology have been integrated into my 
practice will be further explained as this paper progresses. My own personal 
commitment to reflective practice led me to pursue a training that also emphasised 
this. I firmly believe that personal therapy should be a fundamental component of any 
psychotherapeutic training. The rationale for this and some of the benefits that I 
believe my own personal therapy has brought to my practice are discussed in the 
following section.
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Integrating personal therapy into practice
Counselling psychology training stipulates personal therapy as one of its core 
requirements. The theoretical rationale for this originates within psychoanalytic 
models. These argue the need for analysts to be aware of their own intrapsychic 
processes in order that they can usefully work with countertransference (Freud, 1937; 
Reich, 1951) and avoid ‘blind spots’ (Jacobs, 1988) in their work with clients.
There is limited research on the effects of therapy on practice; one small qualitative 
study found that therapists actively used their own experiences of therapy in order to 
provide a helpful therapeutic experience for their clients (Macran et al., 1999). The 
value of personal therapy seems analogous to Gill’s (1997) premise that therapeutic 
change occurs through the experiential nature of therapy and that intellectual insight 
alone is insufficient. Likewise, it could be argued that academic or indirect knowledge 
of the client’s experience of the therapeutic process is not as valuable in informing 
therapist’s practice, as their experiencing of therapy as a client. There are many 
benefits from my personal therapy that I believe have influenced my therapeutic 
practice in ways that could not have been achieved academically, some of which will 
be discussed in the following section.
I have tried to incorporate the many positive aspects of my own therapy, including the 
containment offered by a consistent therapeutic fi*ame and a boundaried therapeutic 
relationship, into my own practice and therapeutic style. An experiential 
understanding of the therapeutic process and increased self-awareness has also helped 
me reach what Sterba (1934) termed the ‘island of contemplation,’ namely the ability 
to observe the transferential processes within the therapeutic relationship. For 
example, the psychoanalytic literature emphasises the significance of the ending of 
therapy, highlighting the need for therapists to be aware of whom they may represent 
transferentially to the client (Ortmeyer, 1978) and of their personal attitudes to loss 
(Kupers, 1988).
When working psychodynamically with Mrs L, a woman with a history of emotional 
abandonment, efforts to explore well in advance how she might experience our ending 
were initially dismissed by her as unimportant. However, as the inevitably of the
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ending became more apparent, she became enraged that I too was going to abandon 
her. Being able to withstand this ‘attack’ and to accept and validate these emotions not 
only provided her with a new experience, but also enabled us to stand back and 
identify the transferential components of her rage as being that which she had never 
been able to express to her father.
Working within a psychodynamic framework encouraged me to consider my own 
responses to endings, particularly in light of having recently experienced several 
bereavements. Interestingly, in a parallel process, I was also feeling somewhat 
abandoned due to my supervisor’s unexpected long-term sick leave. I was able to use 
this and my own experiences of loss to recognise and work with Mrs L’s denial of our 
ending and her subsequent anger and grief. My own experience of having worked 
through similar processes in my own therapy helped me in being able to safely contain 
Mrs L’s intense expressions of emotion.
I have also used some less helpful aspects of my own therapy to guide my practice in 
order that I can try not to create similar situations for my clients. For example, my 
tendency to not explicitly self-disclose when working therapeutically with clients was 
reinforced by an experience of my therapist sharing her feelings about her own recent 
bereavement. This temporarily inhibited my ability to talk about my own experiences 
and seemed to create a blurring and confusion in our roles. In my own work, I have 
not yet encountered a situation where I have felt self-disclosure to be either necessary 
or in the client’s best interests, although I remain open to the possibility that it may be 
appropriate in the right circumstances.
A brief experience with another therapist, who adopted a more confrontational and 
less empathie style of psychoanalysis, brought to life the potential for therapy to be 
experienced as disempowering and anti-therapeutic. I had already been aware of some 
of the literature on clients’ experiences of this (e.g. Masson, 1992; Sands, 2000) and 
was also aware of the ways in which as clients we contribute our own dynamics to 
such interactions. However, previous positive experiences of therapy and awareness of 
others’ therapeutic styles gained through placements and training sessions, contributed 
to my decision to find another therapist. This led me to question my own therapeutic
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style and to consider why I valued a more empathie approach. This stance is supported 
by the basic principles of humanistic theory, particularly Roger’s (1951) belief that 
therapeutic progress cannot occur without the core conditions of empathy, positive 
regard and acceptance. Personally, I am also drawn to Winnicott’s (1965) concepts of 
providing a safe and creative space in which clients can play with ideas in the 
presence of a facilitating, but not overly intrusive therapist. Casement identifies this as 
the need to be “psychologically intimate with a patient, yet separate” (1985, p.30).
This experience of therapy has also reinforced my efforts to ensure that I do not come 
across as an ‘expert,’ something that I try to convey when conceptualising the 
therapeutic process in metaphors of a journey comprised of ‘team-work.’ I also accept 
that some interpretations may be inaccurate or mistimed and that ultimately they need 
to be experienced by the client as meaningful. To this end, I try to be open to feedback 
from clients and to create a therapeutic environment in which this is possible, 
regardless of the theoretical model that we are working within.
One example of this, which Casement (1985) terms ‘unfocused listening,’ arose with 
Mrs A, a 44-year-old woman referred for longstanding depression. She reported 
attending therapy in order to please her GP. Early on in psychodynamic therapy, she 
recounted a visit to her dentist in which he had been unable to access the root of her 
tooth. This enabled us to explore the parallel with our therapy, eliciting her perception 
that I wasn’t getting to the root of her difficulties. This honest discussion of the 
process between us led to a valuable exploration of her reluctance to engage in therapy 
at this time and also what she perceived as my failure to advise her on what to do. 
This enabled me to consider how I was contributing to this, as well as enabling us to 
look at deeper issues related to her lack of confidence in her own abilities and her 
need to rely upon others.
It has been suggested that the boundaries around the frame and the therapeutic 
relationship that are so vital in therapy, are equally important in supervision (Langs, 
1994). The following section outlines some of the aspects of supervision that I have 
found a helpful influence upon my own practice.
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Supervision
Supervision is an integral component of the profession of counselling psychology and 
has been a significant influence on my development both prior to and during training. 
Mollon (1997) invokes Grottsteins’s (1981) concept of the ‘background object of 
primary identification’ (a development of Kohut’s principle of ‘selfobject needs’) to 
describe the supervisory relationship. He suggests that the empathie support provided 
by the supervisor meets the ‘selfobject need’ in the supervisee, enabling them in turn 
to internalise this fimction, leading to the development of what Casement (1985) 
identified as the ‘internal supervisor.’
Supervision has been instrumental in the development of my own ‘internal supervisor’ 
and particularly in increasing both my awareness of countertransferential processes, 
and my confidence in using and communicating them in supervision and with clients. 
In my first placement, although mindful of these concepts, my use of them was 
limited. This was in part due to the cognitive-behavioural focus of supervision and to 
therapeutic work being predominantly at a symptomatic level. My own personal 
circumstances at that point in my training were also influential in that, when dealing 
with my own personal experiences, it was inevitable that I was not always fully 
attuned to feelings related to transferential processes.
Moving into my psychodynamic placement, I was both excited and inspired by the 
active use of these processes in supervision and in therapeutic sessions. It felt as if  the 
pages of textbooks were coming to life as I experienced concepts that I had read or 
heard about. Our course-based supervision group was also invaluable in providing a 
supportive context in which to creatively reflect upon my own processes in 
relationships with clients. I gradually became more confident in trusting my own 
reactions, facilitated by my supervisors’ encouragement to develop my own style and 
to trust my own sense of the process. This enabled me to benefit from their 
suggestions whilst feeling free to respond to clients in ‘the moment.’ By the end of 
this placement I felt that I had firmly integrated use of these processes into my own 
therapeutic style, which has been beneficial in much of my work in my final year 
placement with children and families.
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Integrating theory into practice
My placements seem to have followed a natural progression towards the integrative 
approach that is essential in my current practice within a child and adolescent mental 
health service. Having a certain amount of familiarity with the principles and process 
of cognitive-behavioural therapy with adults has helped me in applying this model 
more flexibly in a context with children and families, and to begin to incorporate 
systemic thinking into my work. However, before reaching this point, I benefited from 
working within one model at a time, namely cognitive-behavioural and 
psychodynamic theories in my first and second year placements respectively.
Integrating cognitive behavioural theory (CBT) into practice
Prior to beginning the course, my experience had been grounded within cognitive and 
behavioural models. When working with clients with personality disorders, my 
supervisor had encouraged me to use the literature on early maladaptive schemas and 
their associated interpersonal cycles (e.g. Young, 1994) to inform my work. Thus my 
induction into cognitive behavioural therapy involved the use of both relationship and 
technique.
In my first year placement, my supervisor worked flexibly, allowing me work with the 
principles of this theory in a way that could best meet the needs of individual clients. 
Clarkson (1996) reminds us that, “theories are understood as stories or metaphors used 
to make sense of ourselves, others and the world, not representing facts or truth in and 
of themselves” (p.263). Thus, although I drew upon theoretical and research literature 
to guide my formulations and interventions, I was not constrained by having to adhere 
to a rigid structure or time frame. This felt to me the most beneficial way to 
incorporate research into my practice, particularly being mindful of the many 
methodological difficulties that can distance research from practice. For example, a 
major criticism of the scientist-practitioner model is the typically discrepant 
characteristics of clients selected for research trials and those presenting to 
psychological services for therapy (e.g. Weisz et al., 1995). However, it seems to me 
that the findings from these trials can be usefully integrated into therapeutic work if 
some degree of flexibility is allowed. The following example of therapeutic work 
demonstrates how both research and theory can be usefully integrated into practice.
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Mr C was referred for cognitive-behavioural therapy for panic attacks and associated 
health anxiety, both of which are supported by evidence of CBT as an effective 
intervention (e.g. Clark, 1997; Warwick et al, 1996). The theoretical emphasis upon 
collaboration was particularly beneficial, as Mr C had described previous encounters 
with health professionals who he felt had been dismissive of him. We explicitly 
integrated cognitive behavioural theory into our therapeutic work by using Mr C’s 
account of his experiences to develop a psychological conceptualisation of his 
difficulties. We also made use of existing research findings; for example, reports of 
panic attacks as a common sequelae to withdrawal fi*om illicit drug use (Goldberg, 
1988) helped Mr C to normalise the origin of his symptoms and to strengthen his 
belief in their being maintained by psychological factors. Therapeutic interventions 
were also grounded in the literature; for example, reports of the effectiveness of 
experiential tasks such as the deliberate induction of anxiety symptoms (Wells, 1997) 
provided a rationale for integrating this into our work.
Integrating psvchodvnamic theories into practice
I was fortunate in my psychodynamic placement that both my supervisors worked 
predominantly with Kohut’s (1977) theory of self psychology; a model that I felt had a 
‘goodness of fit’ with my own therapeutic values. At the heart of this model is the 
concept of selfobject needs (mirroring, idealising and twinship); the extent to which 
primary caregivers meet these needs, fulfilling their ‘selfobject function,’ is believed 
to influence the individual’s capacity to internalise these functions and thus develop a 
coherent sense of self. Inadequate fulfilment of these needs prevents internalisation 
and leads to aspects of the self being split off. It is advocated that in therapy, the 
empathie attunement of the therapist provides a mirroring of the whole self, enabling 
the client to develop a fuller understanding and acceptance of themselves and to begin 
to integrate those aspects that had been previously split off.
Mr D, a 59-year-old recently retired man, sought therapy due to an overwhelming 
sense of failure and what he perceived as a lifetime of non-achievement. He described 
having grown up with a distant, unaffectionate mother and a father whom he idealised, 
but who was critical of him. Inadequate meeting of his selfobject needs seemed to 
have contributed to his low sense of self-worth, a feeling of not belonging and a sense
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of inadequacy, creating a pattern of procrastination and failure to fulfil his potential. 
He found it extremely difficult to engage in therapy in a non-intellectual way, which 
also caused him immense frustration.
Guided by Kohut’s model, therapeutic work involved developing an understanding of 
the protective function of this avoidance and denial of emotion. An empathie 
relationship facilitated Mr D in beginning to acknowledge some of the emotional 
aspects of his experiences. At this point, he vividly described an image of a small, 
demanding child throwing a tantrum and banging on a door, which he as an adult on 
the other side, was keeping locked shut. As this adult he reported feeling both angry 
with and scared of this child and found the prospect of opening this door “terrifying.” 
This child seemed to represent the split off, un-integrated aspect of his self, and Mr D 
reported that the very realisation of this felt like significant progress. Our work 
gradually progressed to him reaching the point of feeling able to open this door. 
Within the time frame of my placement, it was not possible and would not have been 
ethical to proceed further than this, however Mr D felt that our work had completed 
the first stage of this process and was intending to embark upon the next stage with 
further therapy.
It had also been useful to formulate Mr D’s experiences using other psychological 
theories such as Erikson’s (1968) psychosocial model of development and Seligman’s 
(1975) learned helplessness model. For example, Erikson identified a period of 
introspection at the age of retirement, in which individuals needed to integrate their 
life experiences into a meaningful personal narrative. Inability to accept or to integrate 
these experiences leads to despair. This seemed to reflect Mr D’s experience and the 
need for therapy to facilitate him in developing a meaningful account of his life. 
Discussion of Seligman’s principles of learned helplessness helped Mr D to 
understand aspects of his inactivity and lack of motivation.
Integrating svstemic theorv into therapeutic practice
My child and adolescent placement enabled me to work with systemic theory, which 
advocates that the dynamics of an individual can only be understood within the 
context of their family and other social systems. The therapeutic aim is to make
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changes in the system that lead to changes in the understanding, behaviour and 
experience of each of its members (e.g. Bateson, 1972). This model has guided my 
joint work with a family therapist and an Iranian family.
Mr F had been a political prisoner in Iran and the family had escaped to England three 
years ago where they were granted asylum status. The family’s ten-year-old son was 
initially referred, individually, for anxiety and night terrors. The assessment revealed 
that Mr F appeared to be experiencing symptoms of post-traumatic stress and found it 
particularly difficult to deal with what he perceived as his son’s increasing defiance. 
The family seemed to cope by not discussing their past and by generally avoiding talk 
of problems. The son’s night terrors are reported to have ceased several weeks prior to 
the assessment, which seems to have coincided with receipt of the appointment letter. 
It is possible that his symptoms may have functioned as a means of obtaining help for 
his family. Systemic theory informed our decision to work collectively with this 
family as opposed to individually with the son, and to refer Mr F for individual 
assessment of his traumatic experiences. Therapeutic work focused upon improving 
the communication between family members and in facilitating them in understanding 
their difficulties in light of both their previous experiences, and their adjustment to 
Western culture and the subsequent social isolation and socio-economic hardship.
Beginning to integrate theoretical models of therapy
I believe that working within a child and family context requires an essentially 
integrative approach, which in my experience has involved incorporating 
developmental and systemic principles with psychodynamic, cognitive and 
behavioural theories.
It is also essential, when working with children and young people, to integrate 
developmental theories into practice. This allows for assessment of whether 
behaviours considered as problematic, may in fact be age-appropriate. For example, 
one mother, whose four-year-old daughter was referred due to concerns that she may 
be mildly autistic, also reported anxiety at her daughter’s tendency to talk to her toy 
bear as if  it were real. It was possible to allay these anxieties in light of developmental 
theories suggesting that fantasy play is common in children of this age (e.g. Piaget,
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1952) and facilitates their development (e.g. Bruner, 1972; Vygotsky, 1966). Use of 
developmental theories is equally necessary to enable therapy to progress both within 
the child’s capacity for understanding and their capacity for change.
I adopted an integrative approach in my work with Lucy J, an eight- year-old girl 
referred for aggressive and defiant behaviour. She had experienced numerous losses 
including the birth of a younger brother, the hospitalisation and near death of her elder 
brother who has severe learning disabilities, and her parents’ recent separation. Her 
mother reported considerable frustration at her husband’s failure to share parental 
responsibilities and also at Lucy’s tendency to reprimand him for this.
Whilst research evidence supports the use of cognitive behavioural therapy in 
reducing aggressive behaviours in children (e.g. Kazdin, 1997), it seemed vital to 
incorporate this with working systemically. It seemed particularly important to focus 
on helping Mrs J to understand Lucy’s behaviour and thus be able to respond to her 
more effectively. Drawing upon behavioural principles (e.g. Patterson, 1982) enabled 
Mrs J to understand how she became locked into coercive interactions with Lucy and 
to identify different responses that could avoid this process. Conceptualising Lucy’s 
behaviour in attachment terms enabled her to see it as an understandable reaction to 
her experiences of loss and rejection, and as a means of trying to elicit care and 
attention as opposed to being malicious. Reframing it in this way began the process of 
facilitating a healthier attachment between them and also of re-establishing the 
parental subsystem.
Whilst not necessarily integrating these theories at a theoretical level, it has been 
possible to integrate them into practice, enabling therapeutic work to be conducted at a 
more comprehensive level, working with and within their contextual framework.
Evaluation of practice
Several means of evaluating my therapeutic work have been used, including 
standardised measures such as Beck’s Anxiety Inventory (Beck & Steer, 1993) and 
the Clinical Outcome in Routine Evaluation (Core System Group, 1998), audiotapes 
of sessions and supervision. Regular reviews with clients and continual attention to
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the process such as awareness of unconscious communication, breaks in the frame and
of my own countertransference, have also been important.
Further evaluation has arisen through both observed and reported change in clients’ 
interactions; for example, one client, who cried for the first time in the presence of 
another person in our session, later allowed herself to cry in front of her mother. She 
identified this as significant progress and it seemed to represent a shift in her 
perception that showing vulnerability would result in rejection from others. Mr C, who 
had reported being unable to socialise, travel far from home, or work due to his panic 
attacks had resumed his work as a DJ, travelling to different venues across the county, 
and re-established his social life by the end of therapy. He attributed this to feeling 
more in control of his anxiety.
Conclusions
The attempt to synthesise coherently and concisely how I have integrated theory, 
research and other aspects of training into my therapeutic work has been an incredibly 
difficult task. The aim of this paper was to present what I currently consider to be 
some of the most important influences on my development thus far. As a trainee 
counselling psychologist I have developed my skills within a professional framework 
that involves the integration of psychological theories, research and ethics, with 
therapeutic practice. This has been significantly influenced by the context of my 
placements and the clients with whom I have worked, as well as my experiences of 
personal therapy and supervision. These experiences have been both enlightening and 
inspiring and I look forward to continuing this process of learning and development.
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Research Dossier
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Introduction to research dossier
This dossier presents three pieces of work centred upon the theme of young people in 
residential units and their relationships with their parents and staff. The literature 
review explores the significance of these relationships and how they have been 
conceptualised in both theoretical and empirical literature. It also highlights the 
contributions and the limitations of existing research and suggests how further 
research could proceed in order to address these gaps.
The qualitative research report explores the subjective experiences of six young 
people resident within a medium-secure adolescent unit. The interviews focused upon 
their experiences of their relationships with parents and staff within the current and 
previous units. The aim was to identify factors that they perceived influenced their 
interactions with staff, particularly those factors that hindered and facilitated the 
development of relationships.
The quantitative research report provided a means of exploring some of the key 
concepts that emerged from the qualitative study. It involved eliciting the views of 36 
young people and their individual care co-ordinators on their relationship, using 
standardised questionnaires that measured dimensions of care, control and attachment. 
Young people also completed some of these measures in reference to their parents. 
The aims were to identify whether there were any associations between young 
people’s perceptions of parental and staff relationships and to identify factors that 
contributed to the overall quality of attachment that young people perceived in their 
relationships with their care co-ordinators.
Reflections on the use of self in the research process are included at the end of each 
research piece.
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A review of the literature on the caregiving relationships of troubled young 
people requiring residential treatment 
Abstract
This study reviews the theoretical and empirical literature on the caregiving 
relationships of young people with disruptive behaviour who are in residential 
treatment. Extensive literature confirms that early parental relationships are a 
significant variable in the development of behavioural difficulties and that early 
patterns of relating manifest in subsequent relationships. Behavioural and 
psychoanalytic models recognise the staff-child relationship as a significant 
component of residential treatment. Despite identification of a range of 
therapeutic functions provided by this relationship, very few studies have been 
conducted to explore how these relationships are formed or experienced. The 
few available studies confirm the value and necessity of further research to 
investigate the processes involved, from both staff and young people’s 
perspectives.
This review aims to explore the literature on the relationships between young people 
with disruptive behaviour requiring residential treatment and their caregivers, both 
within the family and residential settings. The treatment of young people in residential 
facilities is an issue of concern for the government, professionals and the public, as 
well as for the young people and their families. The effectiveness of such treatment 
has considerable ethical, social, financial and personal implications for all involved. 
Residential treatment is considered an “invasive intervention” (Lyman & Campbell, 
1996), usually implemented as a last resort for young people whose behaviour is 
believed to place themselves or others at risk.
This population of young people is extremely diverse; their residential placement may 
be on a voluntary or involuntary basis, their risk manifest in a wide range of 
behaviours and such is the diversity of referral procedures that in any one setting, 
young people may have come through the health, social or legal systems. Alongside 
this diversity is a commonality that provides the impetus for this literature review and 
that is a history of poor relationships (Pierce & Pierce, 1982) and ongoing
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behavioural, emotional and interpersonal difficulties (Bullock, Little, & Millham, 
1993; Utting, 1991). One of the specific needs identified within this group is that of 
stable relationships with caregivers. This has led the government to implement 
measures to ensure ‘secure attachment and stability’ for children in residential care 
(The Children Act Report, 1999). This is in accordance with research findings 
illustrating the significance of past and present relationships in this young population.
This review will focus upon the literature relevant to residential treatment for young 
people with behavioural difficulties that are not associated with learning disability. 
This encompasses psychiatric units, youth treatment centres, community homes and 
approved schools ranging in security from open to locked facilities. Within the 
literature, these young people are frequently described as having conduct disorder, 
antisocial, delinquent, offending, disturbed or disruptive behaviour. Within this 
review, these terms will be used as reported by the original authors and do not reflect 
the present author’s terminology. This is not a comprehensive review of all theoretical 
approaches to residential treatment, but focuses upon behavioural and psychoanalytic 
models and most specifically upon attachment theory, due to the fact that this is the 
model that is most applied to the issue of relationships within this field.
The review will begin with a background of some of the literature on the association 
between early parental relationships and the development of conduct disorder. This 
will be followed by a review of residential treatment programmes that have 
incorporated these issues of relationship. Some of the literature on the perceived 
functions of the staff-child relationship in residential care will then be discussed 
before moving on to look at the main studies that have specifically investigated this 
relationship from the perspectives of the staff and young people. The review 
concludes by highlighting the lack of research into the staff-child relationship and 
advocating the need for further research to investigate exactly how these relationships 
are established and experienced, especially by the young person.
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Early relationships and the link with the development of behavioural difficulties
The connection between early relationships and the development of behavioural 
difficulties is well documented within the psychological literature. Thus the following 
section will only briefly review some of the main points as a background to this study. 
Bowlby (1944), in his writing on delinquency, suggested that insecure attachment 
could lead to an absence of concern for others and to feelings of anger and 
destructiveness. It has been further suggested that any inadequacies in attachment 
become more apparent during the developmental transition of attachment in 
adolescence, which in some cases can contribute to delinquent behaviour (Fonagy, 
Target, Steele, Steele, Leigh, Levinson et al., 1997). Fonagy and colleagues explain 
this process as follows: “adverse psychosocial events undermine the creation of 
coherent internal working models of attachment relationships and the development of 
an adequate capacity to understand others. Both of these factors can be seen as 
depriving these individuals of the normally available psychological mechanisms that 
protect adolescents from criminal activities” (p.224).
Attachment theorists also emphasise the reciprocal nature of relationships, with some 
suggesting that infants and young children play an active role in eliciting particular 
types of attachment behaviour. Crittenden (1992), for example, found that troubled 
youngsters had often developed aggressive patterns of interacting as a means of 
forcing their caregivers into responding. This view has encouraged disruptive 
behaviours to be perceived as “strategies initially adopted by children who receive 
non-optimal care to maximise parental attention” (Fonagy et al., 1997, p.245). This 
implies that young people develop a particular style of relating with caregivers, a style 
that is believed to prevail in subsequent relationships (Bowlby, 1969; Bowlby, 1978; 
Main, Kaplan, & Cassidy, 1985). The supposition of continuity in attachment style has 
led to studies of attachment within a life-span framework (e.g. Kahn & Antonucci, 
1980) and to an increasing interest in attachment in adolescence (Greenberg, Siegel, & 
Leitch, 1983; Kenny, 1987). Support has also been found for the applicability of the 
attachment styles identified in pre-school children to adolescents (Moretti, Holland, & 
Peterson, 1994).
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Theoretically, the principles of attachment seem to suggest a link between early 
attachment difficulties and the onset of behavioural problems as well as the 
development of an internal model of relating which manifests in subsequent 
relationships. The available empirical research appears to support these ideas, for 
example, indicating that attachment problems are often found among young people 
with conduct disorder (Bates & Bayles, 1988; Fagot & Kavanagh, 1990; Levy & 
Orlans, 2000; Loeber, 1991). More specifically, some have found attachment styles to 
be correlated with particular psychopathology, including conduct disorder, supporting 
a model of psychopathology development based partially on experience of parental 
relationships (Rosenstein & Horowitz, 1996). Other studies have confirmed the 
continuity of relating style; Sakheim and Osborn (1986), in a study of adolescent fire- 
setters, found that a background of abuse and rejection led to displaced anger towards 
adults in general. Others have found that this pattern of relating persisted in the long­
term, even with significant changes in the environment and the caregivers within it 
(Hodges & Tizard, 1989a, 1989b).
However, some, such as Rutter (1997) have highlighted the limitations in the 
application of attachment theory in this field. He argues that attachment principles fail 
to capture the complexities of young people’s relationships with others, invoking 
similar arguments made by others (Dunn, 1993; Sameroff & Emde, 1989) in support 
of his point. He suggests that these relationships have many aspects and functions, 
such as playfulness and discipline that are not incorporated within attachment 
concepts. He also opposes the categorisation of attachment styles, arguing that the 
diversity found within relationships is “a quantitative variation and not a categorical 
distinction” (p.26). He further argues that the usefulness of attachment theory is 
compromised by its tendency to apply its concepts to the individual as opposed to the 
relationship, thus failing to acknowledge the diversity of relationships experienced by 
any one individual. He concludes that attachment concepts are useful in thinking 
about disturbed relationships, but “it is important we should not be unduly constrained 
by thinking only in attachment terms” (p.36).
Applied in its purest form, one can appreciate the limitations of attachment theory in 
understanding and addressing the difficulties experienced by these young people.
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Rutter’s points suggest the importance of viewing relating or attachment style as a 
continuum, modified according to the context and dynamics involved in each separate 
relationship. As will be shown later in this review, the application of attachment 
principles within the context of residential treatment focuses on the underlying 
principles of attachment theory as opposed to the categories of attachment styles. This 
seems to be less restrictive and to counter some of Rutter’s arguments. Awareness of 
such limitations also brings us to consider alternative ways in which the connection 
between early relationships and the development of conduct disorder have been 
viewed. Social learning theories of conduct disorder have also emphasised the 
problems in parent-child relationships as contributing to antisocial behaviour 
(Patterson, Debaryshe, & Ramsey, 1989). This perspective advocates that parent and 
child develop an established pattern of interactions based upon the principles of 
reinforcement. Although theoretically different, this approach also assumes continuity 
in relating style and a reciprocal pattern of relating.
It seems impossible to separate the issues of relationship and context, particularly 
when faced with the wide range of factors linked with disruptive behaviour. For 
example, criminality in parents (Farrington & West, 1993; Loeber & Dishion, 1983), 
coercive or hostile parenting (Patterson, 1982, 1995; Sampson & Laub, 1993), abuse 
and neglect (Boswell, 1996; Fergusson & Lynskey, 1997; Lewis, Mallouh, & Webb, 
1989), frequent parental use of physical punishment (Glueck & Glueck, 1968; Wilson 
& Hermstein, 1985) and poor supervision (Ajdukovic, 1990; Patterson, 1982) have all 
been associated with and found to be predictive of antisocial behaviour. It could be 
argued that many of these factors would also have an impact upon the quality of the 
attachment relationship between parent and child or indeed the manner in which 
particular behaviours are reinforced and maintained. Thus it follows that family 
adversity and the means in which parents monitor or discipline their children would 
inevitably manifest in the individual parent-child interaction.
This is supported by findings from a large twin study, which found that the 
development of conduct disorder was significantly influenced by the relationship 
between parent and each twin as opposed to the family environment itself (Reiss, 
Hetherington, Plomin, Howe, Simmens, Henderson et al., 1995). Fonagy and
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colleagues concluded from this that, “families are important in the causation of 
antisocial behaviour, but the importance lies in the specific parent-child relationships” 
[original italics] (p.240). The significance of the parent-child relationship has been 
taken one step further by Mak (1996) who identified that it was adolescents’ 
perceptions of their parents that significantly predicted delinquent behaviour. This 
highlights the issue of subjective experience and its influence on behaviour. It also 
seems to offer a way into understanding the complexities in the aetiology and 
expression of behavioural difficulties.
There appears to be a consensus in the literature of a clear association between early 
relationships and the development of behavioural difficulties and of their 
manifestation in subsequent relationships, irrespective of the underlying theoretical 
mechanisms behind this. On the basis of these findings, it seems reasonable to 
conclude that young people’s experiences of early relationships will influence their 
relationships within a residential setting. Clinicians and researchers in the field have 
indeed observed this, some reporting that the attitudes and behaviours of adolescents 
in residential treatment typically reflect their troubled backgrounds as well as current 
difficulties and anxieties about the future (Fitzgerald, 1995). Moore, Moretti, and 
Holland (1998) formulated this in more explicit attachment terms, suggesting that the 
early experiences of these young people “have resulted in internalised working models 
that colour their understanding of interactions with others... their troublesome 
behaviours could be seen as reflecting the conclusions they have reached about 
themselves in relation to others” (p.9). The following section explores how models of 
residential treatment have addressed these issues associated with previous and current 
caregiving relationships.
How different models of residential treatment address the issue of relationship
It would seem that a focus on relationship as a therapeutic intervention has been a 
component of residential treatment since the late 1940s (e.g. Bettelheim, 1949). There 
has been a shift in the perception of which relationships are of greatest therapeutic 
benefit and the means by which they are believed to facilitate change. The assumption 
that the most significant component of treatment lay in the young person’s
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relationship with their individual psychotherapist has progressed to the idea that the 
day-to day interactions with care staff offered at least as much if  not more potential 
for change (Lewis & Solnit, 1975). There are two main theoretical models that have 
been applied to residential treatment for young people, these being psychoanalysis and 
social learning theory. These conceptualise relationships and the means in which they 
effect change in very different ways. Psychoanalytic models perceive the relationship 
as a dynamic interaction with internal processes exerting the greatest influence. Social 
learning theory advocates that relationships and change are based upon the principles 
of modelling and imitation, whereby emphasis is placed upon reinforcing appropriate 
behaviour through external control. Although different in theoretical stance, these 
approaches have both evolved to recognise the therapeutic contribution of the staff- 
child relationship.
The early founders of residential treatment for disturbed children and young people 
were the first to draw attention to the relationship between child and care-worker as a 
significant component of residential treatment (Alt, 1953; Bettelheim, 1949, 1966, 
1974; Redl, 1959). Bettelheim established a therapeutic school for emotionally 
disturbed children, based upon psychoanalytic concepts. He deviated from what he 
termed the “immediate substitute parent pattern” of children’s homes with his 
emphasis upon the gradual development of “mutually gratifying interpersonal 
relationships” between staff and the children. It was advocated that the residential 
child care-workers were the primary factors in treatment with the professional staff 
acting as “mentors and helpers” (Bettelheim & Wright, 1955).
Care-workers’ central role in treatment was evident in Redl’s (1966) concept of the 
Tife-space interview,’ in which staff were trained to use psychoanalytic verbal 
interventions in their day-to-day interactions with the children in their care, thus 
extending the therapeutic role from that of the psychotherapist. This recognition of the 
therapeutic significance of care-workers has led some to call for the 
professionalisation of this role (e.g. Alt, 1953; Shealy, 1996). Equally, the Therapeutic 
Community model (Jones, 1953) perceived care-workers as the primary agent of 
therapeutic change. This model specifically aimed to offer young people the 
previously unavailable opportunity to form healthy attachments. Maier (1994)
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describes this as a process whereby “individuals with a limited or a defused 
attachment development can be assisted to a fuller attachment formation when they 
have a renewed chance to experience nurturing, reciprocal relationships” (p.45). It has 
been suggested that these opportunities are most likely to occur through interactions 
with care staff (Fahlberg, 1990,1991; Maier, 1992).
Behavioural models of treatment, including ‘token economy’ programmes (e.g. 
Phillips, Phillips, Fixsen, & Wolf, 1971), attribute the significance of care staff to their 
provision of role models. Those working within this framework have also argued that 
young people’s relationships with staff were in fact the primary component of 
therapeutic change (Portnoy, 1972; Portnoy, Biller, & Davids, 1972; Schaefer & 
Mills, 1975). Portnoy (1972) conducted a study based upon Maccoby’s (1959) theory 
of social influence, which asserts that the extent to which people model themselves on 
others is contingent upon the power relationship between the model and the observer. 
He found that young people in a residential treatment centre imitated their care- 
workers more than their therapists, inferring that child care-workers were therefore 
more influential. He advocated the development of a hierarchy within the residential 
setting in order that the young people would perceive staff as being the most important 
people in their lives and thus model their behaviour upon them. This contrasts with the 
principles behind psychoanalytic models of treatment, as will be discussed later. 
Perhaps the most useful conclusion from this study was the notion that therapy could 
not be effective in isolation and that to ensure optimal treatment the day-to-day 
experiences and interactions with staff should be combined with the goals of 
psychotherapy. Portnoy concluded: “the residential worker, rather than being an 
adjunct to the therapist, may be potentially the most influential staff member in the 
therapeutic process” (p.720). Others have supported this in their suggestions that it is 
in fact the specific therapies that are an adjunct to the therapeutic milieu (Muir, 1986; 
Offer, Marohn, & Ostrov, 1979; Whittaker, 1979). Dinwiddle (1974) upholds the 
importance of a child’s relationship with their therapist, but suggests that it is the 
relationships with staff that allow the child to test out the ideas and assumptions that 
may be a focus of individual therapy.
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Whilst there seems to be a consensus across these theoretical models in accepting the 
significance of the relationships with care-workers, the means by which these 
relationships were believed to be effective remain different. This difference appears to 
have been conceptualised as facilitating change either through control, which is 
implicit in behavioural methods, or through interpersonal connection, as advocated by 
psychoanalytic methods (e.g. Leaf, 1995). Those working from a psychoanalytic 
perspective argue that external controls do little to effect long-term change in young 
people. Moore and colleagues (1998) concluded from a review of treatment outcome 
studies of conduct disorder that simple behavioural interventions or social skills 
training alone do not result in consistent, generalisable or enduring reductions in 
disruptive behaviour (eg. Kazdin, 1987; Moretti, Holland, & Moore, 1995; Offord & 
Bennett, 1994; Rutter & Giller, 1984). Whilst acknowledging the potential benefits of 
behavioural approaches in certain circumstances, they propose that control-based 
interventions undermine “already fragile attachments” (p.2) and create power 
struggles and conflict in young people’s relationships with staff. They argue that these 
approaches only confirm young people’s beliefs about themselves as “bad, unworthy 
and unlovable” (p.9) and their internal working models of adults as “rejecting, 
punitive and untrustworthy” (p.2). Parkin and Green (1997) warn that abusive practice 
is more likely to occur when control is given precedence over care. Others have 
asserted that environments with a focus on control only enhance children’s 
experiences of rejection, victimisation and vulnerability (VanderVen, 1994) and fail to 
consider the context or history of young people’s behaviour (Leaf, 1995).
However, models based upon psychoanalytic principles have not been implemented 
without difficulties. Those who have attempted to bring relationship issues to the 
centre of treatment have reported that it seems to accentuate this conflict between care 
and control, a dynamic that is inherent in most residential settings. Programmes 
emphasising relationship need to work on an individualised basis, whereby 
interventions are devised to best meet the needs of each young person. This raises 
many challenges for staff, demanding a high level of self-awareness and team support 
(Leaf, 1995). It also removes what for many staff is the appeal of control-focused 
approaches, namely the provision of an observable measure of effectiveness and the 
ability to help maintain the structure of a programme (Moore et al., 1998) When
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applying relationship-based models of care, it seems to be these organisational factors 
that create difficulties; for example, residential care-workers have reported that a 
structured programme or regime hindered them in building relationships with the 
young people in their care (Ackland, 1982; Moses, 2000). Others have observed that 
organisational requirements have significantly influenced staffs style of relating with 
young people in residential units (Joy, 1981).
Most of the recent programmes that have specifically focused upon the relationships 
between staff and young people in residential care have involved the application of 
attachment theory. It seems to be increasingly common for treatment regimes to be 
designed within this framework (Leaf, 1995; Maier, 1994; Miskimmins, 1990; Moore 
et al., 1998; Moses, 2000). Those who have implemented programmes based upon 
these theoretical principles have reported positive qualitative improvements. For 
example, Moore and colleagues (1998) found that, in changing from a behavioural to 
an attachment-based model of care, there were positive results at a three-year follow- 
up, including significant reductions in threats to self and staff, damage to property and 
in the use of physical restraints and seclusion. Relationships between staff and young 
people were reported to have become less conflictual and more meaningful. They do 
not include details as to how these changes were measured or whether any formal 
evaluation of the quality of relationships between staff and residents was conducted. It 
is not clear whether this improvement was maintained after discharge. However, the 
available evaluations from this and other programmes (Leaf, 1995; Miskimmins, 
1990; Moses, 2000) suggest that a relationship-based approach, whilst placing 
additional demands upon the organisation and partieularly the staff within it, has 
therapeutic benefits. This leads us to a more detailed exploration of the specific ways 
in which this staff-child relationship is perceived to be beneficial.
The perceived function of the staff-child relationship in residential treatment
There is a widely expressed view within the literature on residential treatment for 
disturbed children that the staff-child relationship should be a ‘corrective’ one 
(Fahlberg, 1990, 1991; Flavigny, 1988; Levy & Orlans, 2000; Moses, 2000; Pierce & 
Pierce, 1982), giving young people a ‘second chance’ at developing healthy
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attachments and thus altering their internal working models (Bowlby, 1969). This 
concept of a corrective experience was first applied to the relationship between 
psychoanalyst and patient (Alexander, 1946). Alexander believed most people sought 
psychotherapy as a result of unsatisfactory experiences with their parents or early 
caregivers and perceived the analyst’s role as providing a therapeutic relationship 
through which these early deficits could be addressed and overcome. This philosophy 
of ‘corrective experience’ seems to be reflected, to some degree, in most approaches 
to residential treatment.
It seems there is a clear consensus that the relationship between staff and young 
people in residential care is a significant component of treatment. This is perhaps not 
surprising, as the concept of a ‘therapeutic working alliance’ has been suggested as 
fundamental to successful outcome in most psychosocial interventions (Bordin, 1979). 
This is supported by extensive psychological literature, which concludes that, 
regardless of the theoretical approach, it is the therapeutic relationship that is the most 
important factor in treatment outcome (Hynan, 1981; Lambert, 1992; Spinelli, 2001; 
Ursano & Hales, 1986). This same point has been proposed in the context of 
residential treatment where it is widely agreed that, regardless of the treatment 
approach adopted by an institution, it is the human relationships that facilitate growth. 
For example, child care-workers have been reported to be the crucial link between 
disturbed children in residential care and effective treatment (Fritsch & Goodrich, 
1990; Garfat, 1985; Orvin, 1974; Rosen, 1999). It is advocated that this relationship is 
central to treatment through its provision of a range of therapeutic functions that can 
be extracted from the literature as follows.
The provision of emotional containment
It has been recognised that young people in residential care also have emotional and 
behavioural difficulties and thus are in need of an environment that emphasises factors 
such as containment, support and validation (Greedy & Crowe, 1996). These authors 
suggest that the staff-child relationship needs to be collaborative and one that 
facilitates young people’s acceptance of emotional containment, thus enhancing their 
ability to form attachments. Flavigny (1988) also stressed the importance of young
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people being able to form positive, corrective relationships with staff who can set 
valuable boundaries and contain the young person’s anger and other negative 
emotions.
A means of facilitating change
In line with Bordin’s theory, many believe that the child-staff relationship provides 
the means through which other therapeutic activity can occur, for example in 
providing “the foundation for all interactions and interventions” (Leaf, 1995, p. 15), or 
the “context within which our patients can prosper and grow” (Miskimmins, 1990, 
p. 887). Others suggest that it is this relationship that provides the opportunity for “the 
assimilation of new self-other experiences and accommodation of attachment 
representations” (Holland, Moretti, Verlaan, & Peterson, 1993, p.423) or a “second 
chance to experience nurturing, reciprocal relationships” (Maier, 1994, p.45). Moses 
(2000) advocated that, through relationships with others in residential care, “the 
child’s interpersonal patterns can be explored and reshaped” (p.475). This perception 
seems to be shared by staff and residents alike; for example Ackland (1982) found in 
his interviews with staff that “caring relationships were frequently stated as the means 
through which the girls could be helped with their personal and family problems, 
problems that were seen as the main underlying reasons for the girls’ committal to 
Westbury [care home]” (p. 129). Rose (1997) found that ex-residents’ perceptions of 
staff commitment to them seemed to have provided “the catalyst for [their] personal 
commitment towards change” (p.9).
A mediation between treatment and the control imposed bv the environment 
Some have identified the issue of control that is inherent within any residential 
environment and the function of relationships within this. Linnell (1960), for example, 
pointed out that without positive and empathie relationships with staff, there is no 
treatment, only adjustment to an external repressive authority. Rollinson (1998) 
argued this point further and suggested that the relationship between young person and 
staff could be used as a means of resolving the contradictions between the dimensions 
of care and control.
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A means of assessing prognostic factors
Others attach a prognostic significance to the concept of relationship in this context; 
Fritsch and Goodrich (1990) suggest that the capacity shown by a young person to 
form an alliance or an attachment can be used as a “predictor of the patient’s 
psychological availability for intensive residential treatment” (p.248). Indeed, some 
have found that it is often the young people who are unable to establish relationships 
for which treatment is unsuccessful (Rose, 1997). It has also been suggested that the 
quality of the relationships formed within residential care can be an indicator of the 
young person’s subsequent capacity to establish relationships and to make adequate 
adjustment to the external environment (Moses, 2000). Logan, Barnhart, and Gossett 
(1982) advocate the use of an evaluation of interpersonal relationships as a prognostic 
variable in residential treatment, having found that the quality of peer and staff 
relationships was predictive of future functioning.
A means of facilitating age-appropriate development
In a review of the literature on adolescent inpatient treatment, Fineberg, Sowards, and 
Kettlewell (1980) identified the overall aim of treatment as being the development of 
maturation and autonomy. Others have reported that positive relationships with adults 
in a caregiving, authoritative role enables children to fulfil their dependency needs 
appropriate to their age and also offers corrective emotional experiences for those who 
do not trust or identify with adults (Lyman & Campbell, 1996). Halverson (1995) 
argues that formation of attachments is especially significant during adolescence when 
one of the main developmental tasks is that of identity formation. She also states that 
healthy attachments facilitate caring for others outside of the initial attachment 
relationship, thus enabling adolescents to fulfil another crucial stage of their 
development, namely the formation of healthy relationships with others.
A means of identification
Some have suggested that the most beneficial factor in residential treatment is the 
staffs provision of identification figures (Noshpitz, 1962). Others have suggested that 
it is this identification and subsequent internalisations within a trusting caregiving
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relationship that facilitates change in adolescent patients (Rossman & Knewsper, 
1976). Easson (1969), from a behavioural perspective, argues that in addition to 
providing identification models, staff can more effectively apply the behavioural 
principles of treatment from the context of a therapeutic staff-child relationship.
A means of facilitating the development of trust
Within the field of residential treatment, it is considered an important task for staff to 
build trust with the young people in their care. This is especially so with the 
recognition that these young people often have difficulty forming relationships due to 
previous experience of disrupted family relationships, neglect, abuse or other 
traumatic events (Doyle & Bauer, 1989; Small, Kennedy, & Bender, 1991). The 
development of reciprocal trust has been identified as a fundamental social process 
that enables caregiver and child to become coimected (Wilson, Morse, & Penrod, 
1998) and thus an effective agent of change, particularly when working with disturbed 
adolescents (Horowitz, 1974).
A means of facilitating the development of reciprocity
Dinwiddie (1974) reported that emotionally disturbed children are usually unable to 
engage in a reciprocal relationship. He advocated residential care as a treatment for 
such children both as a means of minimising the draining effect this can have on 
caregivers and as a means of helping young people develop the capacity for 
reciprocity. Others suggested that the staff-child relationship offered the opportunity 
of working through attachment/separation conflicts, thus challenging young people’s 
internal working models and facilitating the development of empathy and reciprocity 
(Moore et al., 1998).
This literature suggests that the staff-child relationship plays a vital role in enabling 
young people to work through past difficulties and to facilitate change for the future. 
However, those advocating community-based treatment programmes have challenged 
the emphasis upon factors within residential settings. They argue that young people 
should be encouraged to develop attachments within their own community rather than
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be removed from it (e.g. Holland et al., 1993). Biering (2002) invokes Foucault’s 
(1984, 1988) concept of ‘médicalisation’ and its associated institutions as a source of 
power used to maintain social control, to question whether young people should be 
removed from their communities in this way. He argues that “the sufferings of these 
adolescents are being medicalised not because [they] have the most need for 
psychiatric interventions, but because they are the most powerless members of 
dysfunctional families and communities... it would be more ethical and more 
effective to direct the interventions towards the families and communities” (p.68).
Indeed, some follow-up studies have found family factors to be more central to 
positive outcome of residential treatment than factors within the residential setting 
itself (e.g. Frensch & Cameron, 2002). Others have argued that practice within 
residential contexts often actively contradicts the ethos of developing secure 
attachments (Holland et al., 1993). For example, relationships between staff and 
young people are often abruptly terminated by events such as discharge or transfer to 
other units (Steinhauer, 1991). However, Rutter (1979) recalls the early application of 
attachment principles to residential care, when staff actively avoided the development 
of close relationships with the children in order to minimise the anticipated distress 
associated with separation. He argues that it is now more widely acknowledged that 
whilst separations can be stressful, the lack of opportunity to form healthy attachments 
is likely to be more harmful (Rutter, 1981). Most residential programmes do 
incorporate family and community interventions as a significant component of 
treatment. However, it has also been noted that many young people in residential care 
are unlikely to return to their families of origin and often have no regular ongoing 
contact with them. As Allen and Pfeiffer (1991) point out, “we know that it is often 
because of severe family dysfunction that many adolescents end up in residential 
treatment” (p.210). In a study of 169 adolescents discharged from residential facilities 
over an 11-month period, they found that only 30% returned to live with their families 
on a permanent basis. Thus, it can be argued that with this population, it is valid to 
focus upon factors within the residential context.
Much of the argument for the significance of staff-child relationships rests on the 
assumption that these relationships will be healthier and less harmful than those
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previously experienced by the young people concerned. Biering (2002) emphasises 
the lack of attention in the literature to the issue of power in this relationship, 
particularly when adolescents are involuntarily treated. It could be argued that this 
inevitable power imbalance is in direct conflict with the general treatment aims of 
facilitating autonomy and maturation (Fineberg et al., 1980). There seems to be little 
consideration of how these differences are reconciled or of how they are experienced 
by the young people themselves. This could compromise the therapeutic function of 
this relationship and even repeat harmful experiences. Some authors have drawn 
attention to the potentially abusive form that relationships can take in residential care 
(e.g. Parkin & Green, 1997) and there have been several public inquiries into alleged 
abusive practices within institutional settings (e.g. Levy & Kahan, 1990). This seems 
to further emphasise the need for research into the relationships between staff and 
residents in such settings and particularly for close investigation of the subjective 
experiences of young people in such environments. Such knowledge could not only be 
used to identify factors that could assist in the recruitment of staff who are able to 
provide a positive experience of relationship, but also to implement measures whereby 
the quality of these relationships can be monitored and the likelihood of any abusive 
practices significantly reduced. There has been very little research that has specifically 
investigated the relationship between staff and young people in residential care from 
either the perspective of the young person or the staff member. Some of the studies 
that have focused upon this are discussed in the following section.
Studies of the staff-client relationship
Relatively little research has focused specifically upon the staff-child relationship 
within residential settings (Logan et al., 1982; Moses, 2000). Within that research, one 
can find many of the methodological limitations that are inherent within the general 
research in this field. For example, the criteria used for diagnosis, treatment and 
outcome are often poorly and inconsistently defined (Fineberg et al., 1980; Johnson, 
1982). There also seems to be little consensus in both the definition and measurement 
of delinquent behaviour (Brandt & Zlotnick, 1988). The young people in residential 
care represent a considerable range of diversity and criticisms have been made of 
researchers’ tendency to treat these young people as a homogenous group (Biggam &
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Power, 1998). The residential environments are equally diverse and the groups of 
young people studied are often small, making comparisons across studies very 
difficult. In addition there are likely to be many intervening variables, which also 
limits the use of control groups (Fineberg et al., 1980; Johnson, 1982). In terms of 
studies focusing upon relationships, there has been little consistency in the use of 
assessment tools, again making it difficult to compare across studies (Fineberg et al., 
1980). One issue that has not really been highlighted in the literature as a 
methodological limitation is the inevitable power dynamic between researcher and the 
young people in residential care. The difficulties identified in terms of trusting adults 
must be equally prevalent in the research situation, which may well impact upon the 
level of engagement in the research process. It may also be difficult for them to 
recount or to reflect upon their experiences of relationships, which again is not 
reflected in the literature. With these limitations in mind, the range of available studies 
investigating the staff-child relationship will be discussed. Those combining the 
perspectives of young people and staff will be discussed first, followed by those 
investigating the staff and finally young people’s perceptions.
One of the earliest studies to investigate this relationship was conducted by Schaefer 
and Mills (1975), who aimed to develop a questiormaire to assess the effectiveness of 
child care-workers. They administered a 50-item questionnaire encompassing a range 
of positive and negative traits related to child-rearing to 15 pre-adolescents in a 
residential treatment centre for emotionally disturbed boys. The questionnaire was 
completed with reference to one specified member of staff who also rated himself on 
the same scale. They found that generally the boys’ ratings were more positive than 
the staff member’s self-ratings, indicating a discrepancy in perceptions, albeit in a 
positive direction. Whilst a valuable study in highlighting the need to explore young 
people’s subjective experiences, several factors seem to curtail this exploration. The 
response format (yes, no, don’t know) is likely to have restricted the range of potential 
answers and although two open-ended questions were included in the questionnaire, 
these were not mentioned in the analysis. It was not reported whether this study was 
replicated with other members of staff, nor was there any information as to the 
reliability and validity of the questionnaire.
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A much later study, within a secure unit (Browne & Falshaw, 1998), also raised the 
issue of discrepancy between staff and young people’s perspectives on their 
relationship. They looked at experiences of individual counselling sessions with 
keyworkers, one aspect of this focusing upon the keyworker-client relationship. 
Similarities were found in feelings of closeness, ability to share thoughts, the 
keyworker demonstrating understanding of the young person and the keyworker 
experiencing occasional disappointment at the young person’s progress. Several 
discrepancies were also found; for example 79% of keyworkers thought that they were 
trusted by the young people they keyworked, compared to 40% of the young people 
expressing trust; 33% of keyworkers reported noticing hostility directed towards them 
from the young person, compared to 60% of young people stating they felt hostile 
towards their keyworker. The discrepancies emerge in relation to trust and expression 
of hostility, factors which have been identified as important functions to be provided 
within the staff-child relationship (e.g. Flavigny, 1988; Wilson et al., 1998). This 
finding suggests that whilst staff may believe they have established trusting 
relationships, the young people themselves in fact experience this differently.
Interestingly, Logan and colleagues (1982) found that staff and adolescent inpatient 
perceptions of their relationship had different correlations with future functioning. 
They found that it was the young person’s perception of their closeness to staff that 
was significantly related to future functioning; staff perception of closeness had no 
bearing on this at all. The issue of trust appears in a qualitative study of young girls’ 
experiences in a secure community care home (Ackland, 1982). This incorporated 
perceptions of their relationships with staff, including with whom they would prefer to 
discuss personal problems and whether they felt that they had got to know any 
members of staff well. The main themes that emerged from their responses were the 
extent to which staff were perceived as trustworthy and as interested in them. They 
viewed their relationships as more positive with those members of staff who were 
perceived to share personal information and treat the girls as equals. Ackland found 
that staff reported forming relationships with the girls as their main source of job 
satisfaction. Factors that were perceived to contribute to difficulties in forming these 
relationships included the regime of the house and staff shortages as well as attributes 
of the girls, such as non-communicativeness and lack of trust. Ackland concluded that
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there is a need to increase understanding of the difficulties experienced in forming 
relationships in a residential environment. He also stated the need to understand the 
different perceptions of what constitutes a relationship and the influence of these 
perceptions upon the development of the staff-child alliance.
Cusak and Soth (1987) conducted a study that highlighted this influence of 
perceptions upon the development of the staff-child relationship. They explored the 
issue of identification in care-workers with adolescents in a long-term psychiatric 
inpatient setting. They conducted structured interviews with 19 care workers and 
found that staff recognition of similarity between themselves and the adolescent was 
related to positive feelings towards that individual. They also found that strong 
negative feelings were associated most frequently with adolescents with conduct 
disorders. This highlights the fact that staff bring their own attitudes and experiences 
to the relationship which in turn has implications for the extent to which young people 
are able to build trusting relationships with them and thus experience the therapeutic 
benefits associated with this.
This finding was also reported by Moses (2000) who conducted a qualitative study of 
the interactions between staff and young residents in a residential treatment centre, 
specifically looking at strategies used by care-workers in building these relationships. 
She used attachment theory as a guide in devising the interview schedule and in 
interpreting the data. She found that both staff attitudes towards the young person and 
their behaviour and organisational factors influenced their use of individualised 
interactions, as advocated by the principles of attachment theory. She concluded that, 
“in the context of trying relationships with hard to treat youth, standard caregiving 
[i.e. a non-individualised approach] is associated with less emotional and social 
investment, a sense of futility and lack of perceived efficacy on the child care- 
worker’s part. This approach is antithetical to attachment-promoting practice and 
unlikely to challenge the vicious cycle maintaining these youths’ limited ability to 
bond with others” (p. 488).
Very few studies have focused upon the young person’s perception of their 
relationships with staff. The first of these was by Gill (1974) who suggested that the
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“apparent failure of our residential schools” (p.318) might be a consequence of the 
different perceptions of those directing the treatment programmes and the recipients. 
He interviewed 77 adolescent boys at an approved residential school, focusing on their 
experience at the school, including their perceptions of “staff-boy contact.” He 
identified that “the adaptations that the boys made were in many ways...an extension 
of the attitudes and adaptations they adopted in their home lives to the representations 
of authority” (p.334). He does not, however, acknowledge the possibility that staff 
also bring their own expectations and past experiences to the residential setting and 
thus their relationships with the young people in their care, something that is 
acknowledged by others (e.g. Bonier, 1982; Rinsley, 1965). Gill reported a common 
theme of “social distance” in boys’ perceptions of their relationships with staff, who 
viewed them primarily as a means of achieving early discharge. This seemed to be 
reinforced, as Gill pointed out, by organisational factors such as a system of grades 
based on steps towards discharge. He concluded that the structure of the relationships 
between staff and boys influenced how the boys related to each other, “the code of 
values they adopted in the residential setting and... the means of control available to 
staff members” (p.322). Gill also observed that survival at the school entailed living 
what he termed a “double life” in that the youngsters had to give the impression to 
staff of being compliant, whilst simultaneously maintaining the respect of their peers 
by not being too friendly with staff.
This study highlights the different issues in staff-client relationships that may arise in 
secure settings. It also illustrates the complexity of staff-child relationships and their 
wider implications, such as the effect upon peer relationships and their association 
with progress and discharge. The use of a structured interview may have restricted 
responses and interviews were only “occasionally” recorded, and thus may be limited 
in terms of accurate representation of the boys’ accounts. The researcher had lived in 
the school for five months prior to conducting the interviews, which Gill reports had 
the advantage of facilitating rapport. He counters the possibility that this may have 
resulted in his being associated with staff at the school with his impression that the 
interviewees had been honest and had spoken of issues that would not have been 
discussed with regular staff.
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A more recent qualitative study (Rose, 1997) with ex-residents of a residential school 
for disturbed adolescents found that many of them considered their relationships with 
staff to have been the most significant therapeutic factor. The researcher found that 
“of the areas that are defined as specifically psychotherapeutic influences- the 
environment, the peer group, the Small group, the Large group, education and the 
staff, it is the latter above all that receives the interviewees’ greatest appreciation” 
(p. 89). The retrospective nature of this study raises the interesting possibility that such 
relationships may not be perceived at the time as they are in hindsight; for example as 
with Gill’s findings, perhaps whilst in residential care, young people are more 
concerned with how this relationship can hinder or facilitate their discharge. The very 
process of building trusting relationships may also be difficult for these young people 
and thus may not be perceived as therapeutic at the time.
Fritsch and Goodrich (1990) measured the effect of relationships within a residential 
setting upon symptomatology, in a study with 45 inpatient adolescents diagnosed with 
conduct disorder, dysthymic disorder and schizophrenia. Using a modified version of 
the Scale of Symbiotic Relatedness (Summers, 1978), which they applied to 
information obtained from semi-structured interviews, they measured the intensity, 
quality and meaning of staff-adolescent and peer relationships. Measurements were 
taken at preadmission, 3 months and 15 months into hospitalisation. They found that 
the level of psychopathology, the formation of attachments and an interaction between 
the two was related to improvement in symptomatology, although were unable to 
establish the causal relationship between these factors. This is an interesting result, but 
perhaps highlights the limitations of quantitative methods in exploring the meanings 
of these relationships. As they conclude, “intrapsychic elements that constitute the 
type of attachment have yet to be determined, the constructs themselves do not advise 
on how [emphasis added] to develop a healthy attachment, a process that may vary 
considerably between individuals” (p.261). They acknowledge the limitations of their 
findings, for example the possibility that an improvement in symptoms is necessary 
before attachments can develop and that the significant association between 
attachment and improvement could be due to an intervening variable, such as the 
environment.
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Summary of studies
These studies highlight several important points and seem to support the premise that 
the staff-child relationship is significant and perceived as such by young people and 
staff alike. They also illustrate similarities and potential discrepancies in perceptions 
and draw attention to the fact that these will affect both the development and the 
therapeutic potential of these relationships. One is reminded of the dynamic process of 
interacting, in which both staff and young people contribute their attitudes and 
experiences. The studies also contextualise these relationships, both in identifying 
organisational factors that may impede their development and also the effect of these 
relationships upon the environment and other relationships within it, such as with 
peers.
Many of the studies contain some of the methodological limitations outlined at the 
beginning of this section and overall would seem to indicate the advantage of 
qualitative methods in obtaining a richer understanding of the meaning and 
experiences of these relationships for both young people and staff. Indeed, some 
authors have highlighted the need for more process-oriented research (Fineberg et al., 
1980; Fritsch & Goodrich, 1990; Johnson, 1982; Moses, 2000). In their literature 
review, Fineberg and colleagues identified the importance of relationship in various 
treatment philosophies and its identification, amongst other factors, as an agent of 
change. However, they reported that no studies had tried to operationalise or analyse 
these factors. Moses (2000) echoes this by stating, “we have found that the quality of 
staff-client relationships makes a difference to youths’ progress, we have little data 
regarding how [emphasis added] child care-workers develop relationships with 
residential youth or the circumstances that optimise working relationships” (p475).
Conclusions
There is an extensive body of both theoretical and empirical literature supporting the 
fact that early relationships are a significant variable in the development of the 
behavioural difficulties that lead to residential treatment. There is also evidence to 
suggest continuity in the pattern of relating to others and a consensus that the 
relationships with staff are a significant, if not the main component of treatment
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within residential settings. Research conducted within this field highlights the conflict 
between care and control inherent in most residential settings, yet relatively little 
attention has been paid to the inevitable power imbalance between staff and young 
people and its effect within their relationship. It is evident that both of these have the 
potential to compromise the therapeutic function of this relationship and at worst, to 
enable abusive practice.
Very little research has been conducted on the staff-child relationship and even less on 
the processes involved in forming and maintaining them. Research has suggested that 
there can be discrepancies in how these relationships are experienced and that it is the 
young person’s perception of these relationships that is most significant. This review 
indicates that very few studies have focused upon young people’s perspectives. Only 
one study has attempted to investigate the processes involved in forming these 
relationships (Moses, 2000) and none to date have looked at these processes from 
young people’s perspectives.
These findings have significant implications for counselling psychologists, whose role 
within residential settings is likely to include direct therapeutic work, supervision and 
training of staff, the design and evaluation of treatment programmes and research. The 
therapeutic significance of the staff-child relationship confirms the importance of 
integrating therapeutic work with the rest of the treatment programme and of 
establishing a professional role that integrates with the rest of the treatment team. 
Awareness of the different functions of the staff-child relationship and the influence of 
the different perceptions of those involved within it can facilitate understanding of the 
dynamics of any one relationship. This would encourage the development of research, 
policies and therefore practice, that both elicit and incorporate the views of staff and 
young people. It can be concluded that the task of understanding the perceptions and 
experiences that may hinder or facilitate the formation of therapeutic relationships 
with these young people is highly relevant to those working within residential settings. 
It also seems a necessary first step towards ensuring that these relationships are of 
optimal therapeutic benefit to the young people concerned.
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The use of self
Many different experiences, both professional and personal have motivated me to 
explore the literature on young people in residential treatment and their experiences of 
relationships with caregivers. My first direct experience of this was as a nursing 
assistant in a residential adolescent unit where much of our work focused upon the 
building of relationships. Being perceived as relatively similar in age meant that some 
of the residents were able to share some of their perceptions and experiences in a way 
that was both humbling and inspiring. This experience instilled a motivation to 
understand the experience of being in a residential environment from the perspective 
of those who were expected to benefit from it.
I was able to develop this interest several years later when working with adults in a 
psychiatric medium secure unit. They shared many similarities with the adolescents 
that I had worked with; the majority of them had been in some kind of institutional 
care from childhood, many in numerous different placements. There seemed to be a 
striking lack of stability in their backgrounds and in some there seemed to be a very 
clear progression from early adverse family circumstances to institutional care to 
delinquent or criminal behaviour and eventually to custodial care. It was also clear 
that as adults, many found it difficult to develop trusting relationships with staff. This 
raised questions in my mind as to how these disruptive backgrounds contributed to 
their present circumstances and also about what could be provided within residential 
settings to prevent young people from continuing the same path into adulthood.
On a different theme, but still with an interest in understanding more about people’s 
perceptions of their experiences in this environment, I conducted a research study. 
This focused upon people’s subjective experiences of and attitudes towards taking 
neuroleptic medication. It emerged from this research that people held many different 
views and attitudes towards their treatment, few of which were identifiable from their 
overt behaviour. It was also clear that the security of the environment led to 
‘compliance’ that would not necessarily be maintained upon discharge, in some cases 
placing people at risk of future relapse. This confirmed to me the value of obtaining 
people’s perceptions of any therapeutic intervention, especially within such a
111
restrictive environment as a secure unit. If, as is widely believed, the relationship 
between staff and young person were the most significant intervention in residential 
settings, it would follow that the young person’s subjective experiences of these 
relationships would influence the extent to which they engage and potentially benefit 
from this intervention. Rather than assume that their observable behaviour provides an 
indication of the quality of their relationships with staff, it seems essential to explore 
their subjective perceptions and experiences.
On a personal level, I feel strongly that young people should be given a voice, 
particularly when placed in such a potentially disempowering position. In the future, I 
hope to work with young offenders and/or young people in residential treatment. I am 
aware that my experience is limited and hope by researching this topic to learn more 
about the theoretieal and clinical issues involved. I also hope I can learn how my 
personal values and beliefs would best fit into work of this kind. The literature 
challenging the ethics and wider social meaning of such treatment for young people 
encourages me to consider my own standing on these points. It concerns me that so 
little attention has been paid to the issue of power in the relationships in residential 
settings. I feel that at the very least this needs to be actively integrated into work with 
these young people and will endeavour to ensure that I am always aware of and 
incorporate these issues into my professional work.
I have very much enjoyed exploring this topic and have found that my experience of 
working in inpatient and residential settings has brought much of the literature to life. 
I have been inspired by some of the work that has been conducted in this area, 
particularly by the application of attachment-based models to residential care and by 
what appears to be a growing recognition of both the value of the staff-client 
relationship and the need to research it. Having read this literature, I am now looking 
forward to conducting my research projects and to eventually embarking upon a career 
in this field.
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The subjective experience and meanings that young people in medium secure 
psychiatric care ascribe to their relationships with adults
Abstract
This study uses interpretative phenomenological analysis to explore young 
people’s perceptions and experiences of their relationships with early 
caregivers and with staff in a secure psychiatric unit. Six young people 
were interviewed using a card-sorting task and a semi-structured interview 
schedule focusing on early experiences and aspects of their relationships 
with staff. Analysis of the transcripts yielded four main themes: early 
relationships, factors that hindered and facilitated the development of 
relationships with staff, and power and authority. The findings highlight 
the complexity of the processes involved in forming and maintaining 
relationships with staff and the infiuences of both early experience and the 
environmental context. These young people offer insights that could 
usefully inform practice within this setting.
Introduction
It is widely recognised that young people in residential treatment typically have a 
history of troubled relationships (Pierce & Pierce, 1982) and ongoing behavioural, 
emotional and interpersonal difficulties (Bullock, Little, & Millham, 1993; Fitzgerald, 
1995; Utting, 1991). The extensive research highlighting the significance of past and 
present relationships for these young people has led to Government initiatives aiming 
to provide ‘secure attachment and stability’ within the residential care system (The 
Children Act Report, 1999).
There is theoretical and empirical support for the emphasis upon relationships as both 
a contributing and a reparative factor in the difficulties experienced by these young 
people. Residential treatment models based upon behavioural, psychoanalytic and 
attachment theories are most commonly reported in the literature. Of these, it is
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perhaps attachment theory (Bowlby, 1944, 1969, 1978) that deals most explicitly with 
relationships with caregivers and has the strongest research base. For example, there is 
considerable empirical evidence that young people with conduct disorder typically 
have attachment difficulties (e.g. Bates & Bayles, 1988; Fagot & Kavanagh, 1990; 
Levy & Orlans, 2000; Loeber, 1991). There is also a body of research demonstrating 
the repetition of early relational patterns in subsequent relationships (e.g. Hodges & 
Tizard, 1989a, 1989b; Main, 1991; Sakheim & Osborne, 1986), a central premise of 
attachment theory.
The evidence from this research raises potentially serious implications for the 
effectiveness of residential treatment. Relationships with care staff are held to be the 
core component of such treatment, as reflected in some of the earliest residential 
models (Alt, 1953; Bettelheim, 1949; Jones, 1953; Redl, 1959) and more recently in 
the shift towards attachment-based programmes (Leaf, 1995; Maier, 1994; 
Miskimmins, 1990; Moore, Moretti, & Holland, 1998). It is argued that regardless of 
the theoretical basis of the programme, it is these human relationships that facilitate 
growth (Fritsch & Goodrich, 1990; Garfat, 1985; Orvin, 1974; Rosen, 1999). This 
finding is paralleled in psychotherapeutic research that repeatedly confirms the 
therapeutic relationship as the most crucial factor in clinical outcome, irrespective of 
theoretical orientation (Hynan, 1981; Lambert, 1992; Spinelli, 2001; Ursano & Hales, 
1986).
Furthermore, research has highlighted the significance of subjective experience in 
these relationships. Attachment research, for example, indicates that adults’ parenting 
styles are most influenced by their constructions of their relationships with their own 
parents (e.g. Main, Kaplan, & Cassidy, 1985). Further empirical evidence has found 
that young people’s perceptions of their parents are significantly related to the 
development of various psychosocial problems (Rutter, 1981) and, more specifically, 
are predictive of delinquent behaviour (Mak, 1996). In an inpatient study, Logan, 
Barnhart, and Gossett (1982) found that adolescents’ perceptions of closeness to 
nursing staff were significantly related to their future functioning, whereas staff 
perceptions had no association. Similarly, in the psychotherapeutic literature, clients’
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perceptions of the therapeutic relationship have proved more likely to predict clinical 
improvement than therapists’ perceptions (Orlinsky, Grawe, & Parks, 1994).
Despite widespread acceptance and growing evidence of both the significance of 
individual perceptions and the centrality of the staff-child relationship to the 
effectiveness of residential treatment (Fineberg, Sowards, & Kettlewell, 1980), 
relatively little research has focused upon young people’s perceptions of these 
relationships.
Studies with staff suggest that organisational factors (Ackland, 1982; Moses, 2000) 
and personal attitudes, including the extent to which staff felt able to identify with 
young people (Cusak & Soth, 1987; Moses, 2000), affected the quality of their 
relationships. Others found discrepancies in how staff and young people perceived 
their relationships (Browne & Falshaw, 1998; Schaefer & Mills, 1975). The few 
available studies with young people have reported that they are more likely to form 
positive relationships with staff who seem trustworthy, show interest in them and 
share personal information (Ackland, 1982). In a study highlighting the influence of 
the context. Gill (1974) reported that the relationships between young boys and staff 
in a secure community home seemed, from the boys’ perspectives, to be perceived as 
instrumental in their progress towards discharge and accordingly characterised by 
compliance. They endeavoured to maintain sufficiently close relationships with staff 
to facilitate discharge from the home, but distant enough to avoid rejection by their 
peers. Such findings highlight the complexity of these relationships and their interplay 
with contextual factors.
A seemingly central contextual issue is that of the inherent conflict between care and 
control (Leaf, 1995; Linnell, 1960; Rollinson, 1998). Some have alluded to the 
counter-therapeutic effect of programmes that emphasise control over care (Moore et 
al., 1998; Vander Ven, 1994) and the increased likelihood of abusive practice within 
such settings (Parkin & Green, 1997). Linnell (1960) has argued that it is essential that 
relationships with staff are experienced as therapeutic if positive change is to occur. 
Otherwise, as implied by Gill’s findings, youngsters may merely conform on a 
superficial level. There do not appear to be any studies to date that have investigated 
young people’s experiences of the care/control conflict. Indeed, Biering (2002) argues
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that very little attention has been paid to the issue of power within the relationship 
between staff and adolescents, particularly in the context of involuntary treatment.
The points raised so far suggest that relationships, both past and present, are central to 
the difficulties typically experienced by young people in residential treatment. 
Furthermore, it seems that a balance between the conflict of care and control is 
essential if relationships with staff are to be experienced as therapeutic and reparative, 
rather than as a means of achieving discharge. Quantitative studies have provided 
evidence that the staff-child relationship is important, but have not been able to offer 
any clarification of the processes involved, leading to calls for more process-oriented 
research (Fineberg et al., 1980; Fritsch & Goodrich, 1990; Johnson, 1982; Moses, 
2000). In spite of theoretical and empirical support for a continuity of interactional 
patterns, there do not appear to be any studies that have investigated young people’s 
experiences of both early and subsequent caregivers.
In light of this and the existing evidence linking perceptions of relationships with 
behavioural and therapeutic outcome, this study will investigate young people’s views 
on both their early and current relationships with caregiving adults and the factors that 
influence the latter within residential settings. Given the evident complexity of these 
relationships, a small-scale, qualitative study, which enables exploration of these 
issues in depth, seems a particularly beneficial first step towards understanding young 
people’s experiences. This is especially important given the therapeutic significance 
attributed to their relationships with staff.
Research aims and rationale
This study aims to explore the subjective experiences and meanings of a small group 
of young people’s early relationships and those with staff within a secure residential 
setting. A supplementary aim is to see to what extent this information may connect 
with existing theory and thus contribute to the development of a theoretical basis for 
treatment within this environment. This has implications for psychologists working in 
this field both in terms of furthering understanding of the individuals concerned and 
also of the factors that may facilitate development of an optimal therapeutic 
environment.
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Method
Participants
Ethical approval for this study was first obtained from the University of Surrey 
Advisory Committee on Ethics and the Hospital Research Committee (Appendix A). 
The six participants in this study, four male and two female, were all resident at a 
medium secure psychiatric unit for young people with severe, emotional and 
behavioural difficulties. This demographic information was obtained from clinical 
files. Participants were aged between 14 and 23 (mean of 18.6 yrs, s.d. of 3.2), all of 
white British ethnic origin. Five were held under a section of the Mental Health Act 
(1983) and one was of informal status. Many had multiple diagnoses including 
personality disorders, affective disorders, PTSD, schizoaffective psychosis and 
substance disorders. The age of first separation from biological parents ranged from 5 
months to 180 months (mean of 122 months, s.d. of 77.8), two of the participants 
having no current contact, two occasional and two regular, contact with parents. Three 
participants have had eight or more placements prior to entering the unit, one had had 
four, one two previous placements and one was in his first placement. The length of 
current admission ranged from 4 months to 63 months (mean of 21.7 months, s.d.of 
21.5). Five participants had a confirmed and one a suspected history of abuse 
(physical, emotional and/or sexual). Three participants had two or more criminal 
convictions and five had a history of self-harming behaviour.
Table 1. Basic profiles of participants*
Pseudonym Age Age at first 
separation from 
biological parents
Number of
previous
placements
Length of current 
admission (in 
months)
Ben 16 180 mths (15 years) 0 8
Claire 20 180 mths (15 years) 8 24
Danny 20 168 mths (14 years) 2 18
Lucy 23 5 mths (0.4 years) >8 63
Sam 19 48 mths (4 years) >8 13
Tom 14 156 mths (13 years) 4 4
* this includes minimal information in order to protect participants’ anonymity
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All participants were deemed capable by their Responsible Medical Officers (RMOs) 
of giving informed consent and reported by senior unit staff as unlikely to find 
participation distressing. Follo’wing written consent from the RMOs (Appendix B), 
each young person was seen individually by the researcher to explain the purpose and 
nature of the research and to seek their written consent (see Appendix C). Care co­
ordinators were also present to ensure that the young person did not feel under 
pressure from the researcher to participate. Participants and their care co-ordinators 
were given information sheets about the study several weeks prior to this meeting (see 
Appendices D and E).
Interviews
The researcher interviewed each participant in interview rooms on the respective 
wards. An interactive interviewing style based upon the principles of counselling was 
adopted (Coyle & Wright, 1996; Sen Gupta, 1998). This enables potentially sensitive 
issues to be addressed in a supportive manner and facilitates the elaboration of 
individual experiences and views in a non-intrusive way. This method has been used 
successfully in previous studies of sensitive topics (e.g. Coyle & Rafalin, 2000; 
Wright & Coyle, 1996). Interviews were spread over two meetings, lasting between 
45 and 150 minutes in total. Each interview was audiotaped and the tapes fully 
transcribed before being erased (see Appendix F for copy of a transcript). A construct- 
eliciting task (Canter, Brown, & Groat, 1985; Appendix G) was incorporated into the 
interviews as a means of facilitating rapport and of initiating thinking around their 
experiences with adults (see Appendix H for constructs elicited). The opportunity to 
discuss any issues arising from participation was provided at the end of the interviews. 
Participants were also informed that the researcher would be contactable by staff both 
during and after the research should they have any further queries. However no 
contact has been made.
The semi-structured interview schedule was developed through consultation with 
colleagues experienced in working with young people in secure care and with 
guidance from the existing literature. A pilot study was conducted with five young 
people in the same unit. Four of these were not included in the main study due to the 
limited extent to which they were able or prepared to reflect upon or articulate their
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views and experiences. Feedback from participants was sought throughout the 
interview process, which led to some minor rewording or re-ordering of questions. 
The interview incorporated questions about early relationships with adults and 
relationships with staff in the current and previous residential settings, including 
factors that they felt influenced the development of these relationships (see Appendix
I).
Analvtic Procedure
Interview transcripts were analysed using an idiographic form of interpretative 
phenomenological analysis (Smith, 1996; Smith, Flowers, & Osborn, 1997; Smith, 
Jarman, & Osborn, 1999). This method aims to explore the individual’s perceptions 
and experiences whilst incorporating the dynamic process of the research procedure. 
This includes the presentation of the researcher’s own perspectives within the write-up 
of the study, allowing both the researcher and the reader to consider how these may 
have influenced the research process. In this study, the principal researcher was a 
female trainee counselling psychologist, who had worked in both an adult medium 
secure unit and an open adolescent psychiatric unit, thus was familiar with the context 
and the population. The supervisors of the study were chartered psychologists; one a 
male counselling psychologist, experienced in qualitative research and therapeutic 
practice and the other a female, forensic psychologist, with experience of conducting 
research in secure settings.
The idiographic form of this technique begins with a detailed analysis of each 
individual account, eventually progressing to a group level analysis. Presentation of 
the original transcript material enables the reader to assess the congruence between 
this and the final representation of the individual’s experiences. The analytic 
procedure (Smith et al., 1999) begins with repeated reading of each transcript, in order 
to optimise familiarity with the material. One of the richest transcripts is then selected 
for first analysis, with comments of interest or significance to the research topic 
being noted at each reading, leading to the identification of emerging themes. These 
are continually refined and developed with each reading as links are made between 
different ideas within the material. The emerging themes are then listed with 
supporting quotations from the transcript, leading to the identification of several
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super-ordinate themes each consisting of numerous sub-themes. Finally, these are 
interpreted into a narrative of the participants’ accounts.
The evaluative criteria used in quantitative analysis, such as statistical reliability and 
validity are not suitable for qualitative data and its inherent subjectivity. Alternative, 
preliminary guidelines to enhance methodological integrity within a qualitative 
framework include ‘credibility checks,’ grounding the analysis in the data, and 
producing a coherent narrative of themes, presenting an account that ‘resonates with 
the reader’ (Elliott, Fischer, & Rennie, 1999). In the present study, the transcript 
material and analysis were discussed with research supervisors in order to check the 
credibility of interpretations made. The researcher has also endeavoured to illustrate, 
with extracts from participants’ accounts, how the analysis has been grounded within 
the data.
Pseudonyms have been used for participants, and any other potentially identifying 
information omitted and clarified in square brackets, in order to maintain 
confidentiality. In presented transcript material, R is used to indicate the researcher’s 
speech and the first letter of the participant’s pseudonym to represent their speech. 
Square brackets indicate material that has been added for clarification of the person’s 
account, italics to indicate emphasis. Ellipsis points within brackets represent the 
omission of material from the original account and ellipsis points without brackets 
represent a short pause in the individual’s speech.
Analysis
Analysis of the transcripts elicited many sub-themes that were organised into four 
main themes: early experiences of adults, perceptions of factors that hindered the 
development of relationships with staff, experiences of power and authority and 
factors that facilitated their relationships with staff.
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Table 2. Themes and subthemes arising from the analysis
Theme Subtheme
Experience of early relationships Rejection 
Mistrust 
Role models
Factors that hinder the development of 
relationships with staff
Wariness and suspicion 
Lack of engagement 
Invasion of personal boundaries 
Staff leaving 
Other kids
Power imbalance Impact of the secure environment 
Staff-related factors
Factors that facilitate the development of 
relationships with staff
Being there when needed 
Spending time with 
Personal disclosure 
Similar experiences 
Flexibility with rules 
Playfulness
Experience of early relationships
The analysis considers the themes that arose from the information young people were 
prepared to share. Their reported experiences with adults seemed characterised by 
themes of rejection and mistrust, with an implicit theme of abuse pervading the 
accounts. Two participants reported positive relationships with their parents; one of 
them offered a seemingly positive view of adults as role models.
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Rejection
Four participants reported to have had many caregivers and to currently have minimal 
or no contact with their biological parents. Lucy, for example, had a long-standing 
history of disrupted relationships, including what she perceived as rejection by 
numerous foster carers. She was reluctant to talk about this at any length, only to state 
that her early experiences of adults had led her to “hate life” and to conclude that 
adults in general were “bastards.” Claire also reported having experienced repeated 
rejection from the main caregivers in her life, reflected in her account of her mother’s 
reaction to her disclosure of sexual abuse:
(...) at first she thought I was really dirty and she didn’t want nothing to 
do with me (...) I used to phone her a lot and she’d put the phone down on 
me...(p.2).
She described similar experiences with her father and mother’s partner. Danny’s 
account of his early relationships also incorporated a theme of rejection and more 
specifically what he perceived as his parents’ lack of interest in him:
(...) it was like alright, there you are, go and do whatever you have to do, 
don’t get us involved (...) Fve been arrested a couple of times and they’d 
like say can we have your mum’s address and I’d say well what’s she 
going to do? (p.2). (...) you know...the way it comes across I don’t really 
want to be with them and they don’t really want to be with me... (p.l).
Interestingly, he seems to reciprocate this rejection and to try and seek independence 
from his past and his family, as suggested by his later comments: “I’m just moving on 
like, making my own way-1 mean yeh my dad knows what area of the city I’ll be in 
but he won’t know where I’m living (...) I reckon now it’s time to put the past behind 
me you know...” (p.l).
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Mistrust
Several young people described experiences that seemed to lead to perceptions of 
adults as harmful and untrustworthy. Tom reported having a positive relationship with 
his parents, but went on to describe his experience of “adults” [it wasn’t clarified who 
these were] as: “ ... they tried to wind you up and they told lies” (p.l). This seems to 
have elicited feelings of confusion and isolation; he reported being unable to 
understand why adults would have tried to get him into trouble: “(...) there was no 
point to it... I couldn’t see why they were doing it.” When asked how he felt, he 
replied:
alone (...) cos I never really had any friends that were my age and I 
couldn’t be friends with them [adults] either (...) I thought we were good 
friends but they just tried to get me in trouble...they just tried to make a 
mess of my life (p.2).
Similar reflections were evident in Sam’s account of adults he had initially perceived 
as friends, but whom he felt subsequently betrayed him: “I don’t see why I have to be 
put on this earth so that people can take the mick out of me to get away with it and 
leave me getting in trouble” (p.8).
Role models
In contrast to most of the participants’ early negative experiences, Ben, like Tom, 
reported having a positive relationship with his parents. He seemed to view adults as 
role models: “... you need to watch them- not in a bad way but you need to keep an 
eye so you can learn from them like... they know the right ways of behaving... adults 
are living in the real world you know...” (p.l).
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Factors that hinder the development of relationships with staff 
It was possible to discern some associations between perceptions of early relationships 
and young people’s expectations of and interactions with staff. These seemed 
characterised by wariness and suspicion, along with a sense that some young people 
tried to refrain from becoming close to staff.
Wariness and suspicion
Two participants described feeling cautious in their current interactions with adults; 
for example Lucy’s history of successive caregivers seems to have contributed to her 
expectation of rejection and fear of developing close relationships with staff:
L: [it’s scary] cos I know they’re gonna go... I know they’re gonna go- 
I’ve had all this before. I’ve been in homes, hospitals, foster placements 
and it’s happened before... you get close and they leave or you leave.
R: you’ve had a lot of experience of being left or losing people close to 
you
L: yeh but not any more cos I don’t get close. I haven’t had a close 
relationship with anyone since [member of staff] left... I have quite a good 
relationship with my co-worker and my care co-ordinator now... but it 
only goes so far (...) I’m holding back my heart- my feelings- when they 
get to there [pointed to base of throat] I put them back there [pointed to 
abdomen] (p.5).
Sam also described ‘holding back’ in his relationships with staff, linking this himself 
to his previous experience of adults. His comment seemed to reflect a lack of trust and 
an expectation of being hurt: “(...) I’m not going to get close when people are just 
going to stab me in the back and cheat on me like they have in the past...” (p.4). This 
expectation seemed to inform his decisions about which staff to form relationships 
with; when asked what influenced this process, he replied, “things like what [names of 
past abusers] used to do- they’d take me for advantage” (p.3). Danny showed a similar
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degree of wariness when describing his initial relationships with staff in the unit, 
recalling the suspicion he felt when staff showed an interest in him:
I remember when I first uh come to the [hospital] it was like...it was 
like...you sit there yeh and it’s like someone would like walk over to you 
and they’d go are you alright? Or do you want this or do you want that or 
do you want the other. It completely blew me head. Cos I’m like right, 
what are they after? Cos that’s what I’d been brought up with (p.2).
They also identified other factors, which they did not explicitly link with their early 
experiences, as preventing the development of close relationships with staff. Emerging 
themes centred upon issues of engagement such as physical or verbal interactions, 
personal boundaries, staff changes and other patients.
Lack o f Engagement
Most of the participants described ways in which they felt staff did not engage with 
them and the subsequent impact on the quality of their relationships. Sam, for 
example, described his experience of some new or non-regular staff members:
S: (...) they sit on their arse in the lounge and don’t do nothing...some of 
them even fall asleep... you feel like waking them up and saying excuse 
me do you realise you’re not supposed to be sleeping while you’re here 
and that’s the kind of people I’m on about -  they come here to work and 
they don’t do nothing...if they can’t handle the fact that they’re here to 
work then they shouldn’t be here.
R: what does that feel like?
S: well like they’re not here for us- they’re here for the money... (p. 10).
Tom also talked of staff whom he perceived to not interact:
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.. .like staff who don’t play the computer with us (...) there’s the ones who 
sit and watch telly but they don’t talk to us or if they sit in the office and 
don’t really pay attention to us- they’re just too busy (p.2).
Tom and Claire perceived staff not speaking to them as a hindrance to building 
relationships and also as evidence of staff not caring or as not interested in them:
when staff don’t want to get to know you... or when they act like they 
don’t care about you (...) when they walk past and don’t say anything... 
or when they don’t answer you when you ask them a question (Tom, p.3).
Danny and Lucy identified difficulties in building relationships with staff whom they 
felt spent too much time in the office. Danny compared them with a staff member with 
whom he got on well:
she wasn’t one of them that shuts themselves in the office and doesn’t 
come out till like it’s time to go home...you know it’s like they don’t talk 
to you or spend time with you ...you know it’s like they’re there but you 
don’t see them you know... it’s like they’re there to do a job to get paid... 
you know they don’t care about us... (p. 17).
Lucy also seemed to perceive this as a personal rejection:
on [name of ward] they were moody, they never spent time with you, they 
would sit in the office and have a joke about themselves. They used to get 
annoyed cos I used to knock on the door and they wouldn’t answer me- 
they’d have a go at me for knocking. Or sometimes they’d sit in the 
smoke-room talking and you couldn’t go in- they didn’t want you to sit 
with them (p.4).
When asked about the effect of this, she replied “it made me go downhill (...) [it was] 
horrible... I felt it was my fault like I’d done something wrong and they were pushing 
me away” (p.4). This implies that staff congregating together, such as in the office or
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smoke-room, is experienced as excluding and rejecting by some young people. This 
seems to be reflected in Danny’s account of an incident that he also perceived to 
create a barrier between young people and staff:
D: we were out in the yard the other day- all us were round by the bench 
and the staff were like standing in a group by themselves you know and 
that really felt like they were standing apart from us- that was a real us and 
them...you know....
R: that was a really concrete example of the barrier that you sometimes 
feel
D: yeh, it was like you 're the patients we’re the staff (p.4).
When asked how this made him feel, he replied:
it’s horrible...it’s like- it’s like they don’t want to be with you... you 
know, like they want to keep themselves separate- they can’t get to know 
us standing over there. It’s difficult to build relationships like when there’s 
that barrier there... you know... (p.4)
Invasion o f personal boundaries
In contrast to the conceptualisation of barriers in terms of distance or ‘us and them’ 
relationships, Sam identified over-familiarity as a barrier. He provided several 
examples of how he perceived staff could overstep personal boundaries, both in terms 
of acting in an over-familiar manner and in their having access to personal 
information about him. He described this over-familiarity and its effects as:
it’s unsettling... it can be awkward sometimes you get new staff coming 
up here and sometimes they act like they already know you and they don’t 
know you. I’ve had people take the mick out of what I’m wearing -out of 
the clothes I’ve got on that day or whatever and they don’t know me and I
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don’t know them so what gives them the right to act like they know 
m e.. .even if they’re having a laugh I don’t know them (p.8).
When asked what could get in the way of him building relationships with staff, he 
reported feeling angry that new staff could access his files without having spent time 
getting to know him:
S: (...) we get a lot of new staff like agency or other staff covering from 
the other wards and that. And some of them- I’ve seen them- they come in 
and they go straight into the office and they read our files...they’ve never 
even met us...so I could have someone who I don’t know, who I’ve never 
met before and they can know all those personal details about me...
R: what’s that like for you?
S: well it makes me feel angry cos I don’t think they’ve got the right to 
read your most personal details when they don’t even know you and they 
might not even be back here- they might just be here one shift (p.7).
This seems to express a wish for staff to get to know him in person, rather than 
through reading about him. It also implies some concern about how available this 
information is and whom he feels should have access to it.
Staff Leaving
The effect of staff changes upon the development of relationships had different 
implications for two participants who spoke about the effect of losing staff with whom 
they had been close. Claire described this as: “upsetting cos you get close to people 
and you think I’m getting into this now-1 can talk to her, you can talk to her and you 
can talk about your problems and she’s there for you, but then they go and it’s really 
hard to let go” (p.7). When asked how she dealt with this, she replied, “it takes a while 
but every time they go it’s like they take a piece of my heart away...” (p.7). Lucy
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identified this as something that stopped her from getting close to staff as illustrated in 
the following interaction:
L: (...) we got really close and then she told me she was leaving- it was 
horrible- really horrible and I made a vow to myself I’d never get close to 
anyone again.
R: and has that affected how close you get to people now?
L: yeh I don’t get close any more... I get friendly but that’s it (p.5).
“Other kids ”
Claire and Lucy reported the influence of other young people on their relationships 
with staff; Claire for example mentioned the jealousy she noticed in others if she was 
friendly with one of the staff and its effects: “well it stops you getting close to them 
[staff] cos it just makes it difficult on the ward” (p.8). Lucy spoke of the difficulty in 
trying to talk to a member of staff when “you’ve got other kids butting in saying can I 
talk to you can I talk to you (...) some kids just keep on and on and you can’t talk 
properly.” She described the effect of this as “horrible- it feels like you can’t really 
talk and it has a big effect sometimes like they kick off cos they don’t have enough 
staff time...” (p.6).
Power imbalance
Within several participants’ accounts, there appeared to be what could be interpreted 
as an awareness of a power imbalance in their relationships with staff. This was raised 
by participants in the context of difficulties in forming close relationships, but has 
been presented as a distinct theme due to the volume of information elicited. 
Perceptions of this power dynamic were more explicit in some accounts and less so in 
others, but nonetheless seemed present. The perceived manifestations of power 
seemed to arise as a result of the secure context and of factors associated with staff.
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Impact o f the secure environment
Several participants shared experiences that implied awareness of their own 
powerlessness and the relative power held by staff within the system they are 
currently in. Ben described the experience of being in a secure unit as 
“institutionalising,” identifying relationships with staff as a part of this process:
... the fact that staff remind you you’re being institutionalised- they sort of 
remind you because you’re with them and you don’t really know each 
other... yet you spend all this time together that you’re not spending with 
your own family... and they can tell you to do anything and you have to 
do it... and you can’t go anywhere on your own (p.9).
This account seems characterised by loss; of family life, autonomy and independence, 
suggesting that Ben feels he is undergoing a process of change over which he has no 
control. Sam expressed suspicion that staff have the power to “test” him and thus 
detain him in the unit:
(...) [my mum told me] the staff are to test me to see if I get angry so I 
kick off and have to stay here longer- that’s what she’s told me and I don’t 
know what to believe cos at the end of the day some of the staff are here, 
start arguments with me, get the wrong side of me (...) (p.9).
Some referred to more specific practices within the unit that seemed to reinforce this 
power imbalance. Danny, for example, described what he interpreted as a 
demonstration of staff control: “ (...) carrying keys (...) it makes them different- it’s 
like they’re in control you know and they’re in control and they’re showing us they’re 
in control” (p.5). Lucy talked more concretely of the restraints sometimes imposed by 
staff, such as physical restraint and “locking down the corridor” (p.2) and her feelings 
about them: “well it’s annoying- you feel angry at them [staff]... it makes you feel 
that they don’t care about you (...) but they are caring and I can see that afterwards...” 
(p.3). She appears to try and reconcile this with her belief that such practices are 
motivated by care.
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The practice of note writing seemed to evoke feelings of anger in Danny and Sam; 
Darmy, for example, recalled having read notes he felt were inaccurate: “(•••) if I was 
to see the guys that wrote it tomorrow there’d be no stopping me [made fist and 
punched hand]” (p. 10). He conceptualised the staff-patient relationship as 
“professional,” one in which progress relied upon developing a relationship and 
opening up to staff. He identified awareness of staff writing notes as a potential block 
to this process: “if you think about it yeh, if that’s the thing at the forefront of your 
mind yeh, you’re going to walk around totally shut off- you’re not going to open up to 
no-one and it would just like affect everything'" (p .ll). Sam, on the other hand, 
believed his notes might influence how new staff treated him:
most people’s files usually have things that- in the past they’ve been really 
aggressive to other people and things like that but that’s in the past but 
these people [new staff] might come up here and think that’s now and not 
in the past so these new people are going to think right if he thinks he can 
do that I’ll prove him and they’ll be mean and harsh to you and that’s what 
I don’t like... (p.9).
Staff-relatedfactors
Three participants identified particular styles of interaction that seemed to emphasise 
this power imbalance. Ben, for example, described some staff as “power hungry” 
which he clarified as:
people who like to abuse their situation- their position of being a staff 
member...being hard to the fact that we’re patients and they’re staff (...)
(p.4). [When staff] boss me around and tell me what to do -  when they 
tell you to do something and you don’t really need to do it- tell you for the 
sake of telling you (p.6).
He struggled to explain how he felt when with such people: “I couldn’t tell you... no 
words...it’s weird (...) it’s an uncomfortable feeling, an uneasy feeling- just a really 
stressed out and frustrated feeling” (p.4). He described the effects as:
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I’d be really agitated- really agitated by them (...) but I wouldn’t talk- I’d 
shut up... I’d end up swanning off (...) I wouldn’t talk to them much- I’d 
isolate myself a little bit (p.5).
Ben, whilst feeling agitated, also seems somewhat resigned and to cope by 
withdrawing, perhaps aided by his belief that compliance will help facilitate earlier 
discharge: “I do it [what I’m told] to get on and get out of here... I think it helps you 
get out of here” (p.6).
Danny reported unwillingness to form relationships with staff who appeared 
particularly authoritarian. He seemed to suggest that whilst this level of authority was 
acceptable in prison, he was not prepared to tolerate it within the unit:
it’s just like they’re very authoritative, you know (...) you know I mean 
it’s like the governor [in prison] comes to the cell and I was used to 
standing up straight, calling him sir licking the bottom of their feet you 
know and you get used to it. Here, it’s like what are you- you’re a staff 
nurse, you’re a charge nurse you’re an N.A. [nursing assistant]- get out my 
face (p. 15).
Following a discussion of the hierarchy in prison and army services, he was asked if 
he felt this was present within the unit:
yeh there is I mean take what I call office bods .. .people like they walk in 
the office, don’t come out all shift... who do you think yon are, you’re 
meant to be a nurse not a secretary they’re like writing away or typing 
away or whatever they do... (p. 16).
Two participants identified staffs physical appearance as having connotations of 
power. Danny, for example, described the barrier that badges, uniforms and keys 
created between young people and staff:
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[wearing badges] puts up a barrier... it makes it ‘us and them’ you know- 
like it stops you seeing the person, you just see the badge (p.4).
Ben described the influence of clothing upon his initial appraisals of people, feeling 
that he would get on better with those who wore “baggy clothes, casual clothes, sporty 
clothes, clothes that I would like” (p.3). His dislike of formal clothing was raised in 
the context of senior staff whom he perceived as responsible for detaining him:
(...) the doctors [make it difficult], the way they patronise me and how 
they dress- they dress really formally (p.8).
In spite of the difficulties reported, a theme that emerged to varying degrees in all of 
the participants’ accounts was the capacity to form close and trusting relationships 
with staff.
Factors that facilitate the development of close relationships
All could identify staff with whom they felt they had good relationships and could 
specify factors that contributed to this. These included staff ‘being there’ when they 
needed them, spending time with them, sharing personal information, having similar 
experiences, being flexible with rules and being fun.
Being there when needed
Most young people mentioned the importance of staff being there for them, especially 
when they were going through a difficult time. Claire described being able to talk 
about things for the first time with two members of staff because, “they were just there 
for me (...) they didn’t push me away. . . i f f  was crying- they wouldn’t just leave you, 
they’d come over to you and talk to you...” (p.l). Danny contrasted those who were 
and were not there for him:
(...) some of them [staff and patients] were like you get over there. I’m 
staying over here, you know ...like barriers yeh? But there was some
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people who knew I was experiencing difficulties and I don’t give a f ’'** if 
he smacks me I’m going to help him (p.8).
For many of the young people, ‘being there’ was described in terms of staff helping by 
listening and talking. All the participants identified being able to talk to staff as 
important. When asked how they decided whom they could talk to, two of the 
participants referred to staff who were able to listen, clarified by Tom as:
they tell you what you’ve been talking about... and they show they have 
by doing something about what you’ve been talking about.. .they try and 
help you by doing something (p.2).
Others said they could talk to staff whom they spent time with, as reflected in Lucy’s 
response: “they’d have to be around, they’d have to spend time with you” (p.4). 
Danny’s reply seemed to extend this theme to people who showed an interest in him:
I mean- take [staff member], yeh, a staff nurse here-he walked on the ward 
and he’s like hello, you’re the new patient...he was the only member of 
staff who actually said hello to us (...) he’d come straight in and say 
alright how’s it going, and ask things like how was your last placement, 
where were you bom and stuff like that... you know... (p. 12).
Spending time with
In addition to influencing whether or not young people could talk to staff, spending 
time together, either talking or doing things was seen by most as an important factor in 
the development of close relationships. For some this was perceived as an indication 
that staff cared about them. For example, when asked how staff could show they 
cared, Tom replied, “they’d spend time with us... they’d come and speak to us 
more... they’d say hello when they saw us or they’d play footie with us” (p.3). Lucy 
described staff who talked and spent time with her and when asked what this meant to 
her, stated, “well it shows they care about me and they don’t want me to do anything 
to hurt myself ’ (p.l).
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Others felt that staff who spent time with them also understood them. For example 
Sam spoke about a member of staff he liked and who appeared to have made an effort 
to take an interest and get to know him:
[staff member] he’s interested in you... we can talk about stuff we’re both 
into... he knows what we like and he’s taken time to find out and I respect 
him for that.. .he doesn’t just tell you what to do or things you’re not to do 
he understands us ... (p.l 1).
Danny described the psychological barriers in place upon arrival at a new unit:
if you go into any new situation... barriers are there, you walk in an 
you’ve got a barrier around you (...) it’s more of a psychological thing 
(...) [upon arrival at current unit] I was like thinking everything’s on a 
need-to-know basis (p. 13).
He went on to describe doing things together as a means of lowering the barriers 
between staff and young people, “playing football...anything...having a fag [laughs]” 
(p.l3).
Personal disclosure
The above themes seem to imply a sense of staff investment in young people, through 
interest, willingness to share time and being there for them. Another form of 
investment could be seen as personal disclosure. Three young people mentioned self­
disclosure as a factor that facilitated the formation of relationships with staff. Both 
Ben and Danny spoke in similar ways of staff that they got on with:
[staff member] she’s really nice, she’s really informal she’s not like telling 
you off she talks to you about herself and tells you what she’s been doing 
and has a laugh (...) she doesn’t tell us much about her personal life like 
where she goes out and things cos she can’t but she talks about her
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hobbies and things like that...just talking we can just have a laugh (Ben, 
p.4).
Danny added at the end of his account: “(...) it [self-disclosure] makes them more of a 
person you know, not just a badge or a role...” (p.5). Disclosure was also perceived by 
one participant, Tom, as encouragement to confide in a person: “if someone tells you a 
secret and trusts you, then you can trust them with another secret” (p.4).
Similar experiences
Disclosure of similar experiences was believed by Tom and Danny to help build 
relationships with staff: “when I know they’ve been through what I’ve been through- 
someone who knows what it feels like to be locked up” (Tom, p.4). Danny reported to 
have encountered staff who had disclosed similar experiences to his:
(...) one had been in care themselves and two others had both been in like 
psychiatric units and they could understand what it’s like- they know what 
it’s like for us... and that makes it easier to talk to them cos you know 
they’ve been there, they’ve like been through the same kind of thing...
(p.5). (...) it’s like fair play for telling us it’s like you’re now part of the 
group you know where we’re at... it’s like we know who to come to if 
we’ve got any problems (...) I mean I know it’s wrong to label people, but 
it’s comforting to know ... you know... (p.9).
Flexibility with rules
The themes of disclosure and shared experience suggest a sense of staff as allies. This 
was also reflected in Danny’s account of a close member of staff in his previous unit:
she hated being in the office, she hated rules and the authority (...) she’d 
turn round to us and say [whispered] let’s have a fag and we’d just spark 
up... (p. 16).
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Playfulness
All of the participants identified having a laugh as an important factor in relationships 
with staff, as shown in Sam’s comment:
we used to call him [nickname] cos he used to have a beard to this length 
and it was so rough (...) he used to be mean and grab us and rub his chin 
against our faces [smiles] -  we used to have good times and that and I 
trusted him cos I knew he’d be there for me when I needed him... (p.9).
Ben described staff he got along with as “funny, they make you laugh, they’re dead 
easy to get along with- they’re people I can trust and talk to and feel comfortable 
with” (p.3).
Conclusions
These young people’s accounts highlight the complexity of their relationships with 
staff and the relevance of perceptions of both their early experiences and their current 
context. They also describe factors that they perceive to facilitate and hinder the 
development of these relationships.
Their recollections of early relationships seemed to influence which staff they felt able 
to form relationships with, the depth of these relationships and the meanings ascribed 
to everyday interactions and activities. Perceptions of staff non-engagement seemed to 
elicit feelings of rejection and to be interpreted by many participants as evidence of 
staff not caring or not being interested in them. Young people also reported feelings of 
anger, resentment, agitation and resignation in response to the various perceived 
manifestations of power and authority. Some seemed to cope by withdrawing, others 
by complying, believing this would facilitate discharge and yet others by attributing 
these experiences to motives of care. These were all raised as factors preventing them 
from forming close relationships with staff.
Whilst no one spoke positively of power or authority per se, all participants reported 
having formed close relationships with staff within this context. Factors identified as
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facilitating close relationships included staff being prepared to invest their time, 
interest and aspects of their selves. Flexibility and having fun were also considered 
important, suggesting that young people valued relationships that weren’t purely 
problem-focused. Some identified factors that directly contrasted with their early 
experience and spoke of valuing new experiences with staff, but also of finding it 
difficult to trust the motive behind them. This emphasises the complexity of the 
processes involved, implying that the overcoming of barriers is inherent within the 
building of these relationships.
Participants’ reports of closer relationships with staff who showed interest in them and 
shared personal information about themselves support those of Ackland (1982). In 
contrast to Gill’s (1974) finding that young people had to balance closeness with staff 
against rejection from their peers, participants in this study seemed to distance 
themselves as a form of protection against being hurt or rejected by staff. Two 
participants in the present study identified peers as a hindrance to the development of 
relationships with staff, but in the context of jealousy and competing for attention. The 
findings also suggest that being able to identify with staff, whether in terms of dress 
sense or shared experiences, facilitated their relationships. This implies that this is as 
important for young people as it has been found to be for staff (e.g. Cusak & Soth, 
1987; Moses, 2000).
Aspects of these accounts seem to correlate with attachment theory and its proposition 
of an internal working model of self and other that is applied to subsequent 
relationships (e.g. Bowlby, 1969; 1978). Most of these young people appeared to have 
expectations of how others would relate to them, seemingly derived from their 
previous experiences. They also described how factors such as availability, care and 
understanding were important in forming a close and trusting relationship with staff, 
all of which are central to Bowlby’s concept of a secure attachment. Attachment 
theory is clearly of relevance to the experiences of these young people, but also has 
limitations. As argued by Rutter (1997), it is not able to account for aspects of these 
relationships, such as playfulness and discipline, both of which were raised by the 
young people in this study.
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This study has taken some preliminary steps in exploring how young people perceive 
their relationships with past and present caregivers. The difficulty in engaging young 
people within this context is well known clinically; the card-sorting task proved a 
useful means of building rapport and of providing themes to draw upon in interviews. 
Despite assurance of the confidentiality and independent nature of the research, it is 
possible that responses were influenced by these factors. However, all of the 
participants seemed to provide a balanced account, describing both positive and 
negative experiences.
It presents the views of young people who are expected to benefit from the therapeutic 
potential of relationships with staff. Their accounts have confirmed many of the 
implicitly held assumptions about possible influences upon these relationships. They 
have further articulated their experiences of care and control and the effects of these 
upon the quality of their relationships with both past and present caregivers.
The findings from this study suggest that for this group of young people, important 
aspects of their relationships with staff can be conceptualised in attachment terms. The 
extent to which they trust and form these relationships or attachments seems to be 
influenced by issues that can be defined in terms of care and control. Further 
investigation of this interaction between care, control and the quality of relationship 
seems a valuable focus for future research if we are to develop our understanding of 
what contributes towards these relationships being experienced as therapeutic.
The phenomenological focus of this study, a central principle of counselling 
psychology, has elicited insights that are of direct relevance to practice. Awareness of 
young people’s perceptions of their relationships could be of value in formulating and 
guiding psychological intervention at an individual level, in informing the supervision 
and training of staff and in contributing to the development and implementation of 
policies and procedures on a wider level.
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Use of Self
My knowledge of the literature and my experience of working both with adolescents 
in an open psychiatric unit and with adults in a forensic unit meant that I approached 
this research with certain expectations. For example, I expected that most of the 
participants would have had difficult backgrounds and many would have experienced 
abuse from adults in their lives. I also knew that many would have had experience of 
psychologists and therefore may have held assumptions about me and my role. I also 
anticipated that they may have difficulties discussing their experiences with adults and 
that they may be selective in what they told me. I was aware that many were in the 
unit involuntarily and that extra care would have to be taken to ensure that their 
involvement in the research was genuinely felt by them to be voluntary.
These expectations motivated my investigation of this topic and influenced many 
aspects of the research process including my choice of questions, how I presented the 
research to the participants, my interview style and my interpretation of the 
transcripts. I presented the research as an opportunity to tell adults about their 
experiences with the premise that adults often forget what it’s like to be young and 
may never have been through their experiences. This was an attempt to create a 
collaborative relationship and seemed to work in most cases, although it is likely that 
the selection and consent procedures resulted in young people who were more willing 
to talk openly and trust the interview process. As described above, the interview style 
was exploratory and sensitive to the young people’s needs; their limits to the material 
they shared were respected.
My position as a trainee psychologist may have had specific connotations for 
participants. Most reported having discussed difficult issues with a psychologist, 
which may have facilitated their trust in the interview process and enabled them to 
talk more than they may otherwise have done. Inevitably, the fact that I was a 
professional and not detained in the unit immediately set up a power imbalance 
between us. Aspects of the research process such as spending time in the nursing 
office, having to write in their notes and give general feedback to staff are likely to 
have reinforced any power imbalance. Being aware of this, I attempted to emphasise a
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collaborative process whenever possible. This included encouraging participants’ 
involvement in arranging interview times, initiating breaks and determining the length 
of our meetings. I also checked at each meeting whether it was OK to tape and offered 
both the opportunity to read their transcripts and to have the tapes erased in their 
presence.
The use of empathy and reflection, as advocated by the ‘counselling style’ of 
interviewing hopefully provided a supportive, non-judgmental context in which young 
people felt able to share their experiences. Feedback from staff and from the 
participants themselves suggested that all of the participants had enjoyed talking and 
three participants directly expressed their trust during the interviews. The fact that I 
did not wear a badge or possess keys meant that I had to wait with the participants to 
be escorted by staff. This and the factors outlined above may have alleviated the 
power imbalance between us, although without the view of the participants, it is not 
possible to know how this process was experienced
There were many challenges within this research process, not only those inherent 
within the context and the client group, but also geographical distance and the matter 
of having to complete three research pieces within two years. The fact that I chose to 
pursue this topic rather than change to something that may have been less demanding, 
encouraged me to explore possible factors underlying my commitment and 
motivation.
I found myself reflecting upon both professional and personal experiences. This study 
reflects my belief in the importance of empowering recipients of therapeutic services 
and of actively seeking and using their views to inform practice. As a careworker and 
subsequently as a therapist, the value of this has repeatedly been confirmed. On a 
personal level, my own upbringing, although in very different circumstances, had also 
incorporated the experience of having non-parental caregivers within an institutional 
setting. Living within a nursing home, which my mother ran, our ‘caregiving’ was 
shared by a nanny and, during the school holidays, my grandmother. Whilst this was 
largely a positive experience, it also influenced the development of a tendency 
towards self-reliance. Many young people in residential accommodation have also.
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through different circumstances, found themselves in this position. However, for most, 
there has been insufficient experience and internalisation of ‘good objects’ to ensure 
that their self-reliance is facilitated by a cohesive sense of self. Equally, the very 
extreme nature of their experiences has led to a deep mistrust of adults that is often 
difficult to change.
In conducting the interviews, I found myself able to empathise with many aspects of 
their experiences, including, for example, their sense of being ‘one of many,’ and their 
emphasis upon attention and spending time with caregivers. Having experienced some 
of these issues personally, and having worked as a member of staff in similar settings, 
enabled me to identify with these experiences and also to step back and consider them 
from a reflective position. This manifested in the research process by being able to 
facilitate young people in sharing both their positive and negative experiences and 
also in my focus upon these themes within the final analysis.
As well as finding the research process moving and humbling, it at times also proved 
frustrating. As I had expected, my approach to interviewing had to be extremely 
flexible, able to accommodate the demands and unpredictable nature of the ward 
environments, the busy schedules, fluctuating well-being and motivation of the 
participants and the difficulties arising from having to be dependent on staff to be 
escorted between wards and interviews. I found being able to draw upon my own 
experiences of working in a similar environment helpful in dealing with this.
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APPENDIX B
Consent Form for RMO
Title: The subjective experience and meanings that young people in medium secure 
psychiatric care ascribe to their relationships with adults.
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey 
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling 
Psychology) and Dr Kate Fritzon (lecturer in Forensic Psychology), University of 
Surrey
I have read the information sheet and am sufficiently informed as to the purpose and 
the requirements of the research proposed. It is my opinion that
......................................................... is able to give informed consent when asked if they
would like to take part in this study.
I agree fo r .........................................................................to take part in this study
Signed........
Designation. 
Date.............
* CONFIDENTIALITY AND DATA PROTECTION
- Information from the study will be kept in a locked filing cabinet
- Information kept on computer will be coded so that individual names cannot be identified
This study complies with the requirements of the Data Protection Act (1998)
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APPENDIX C 
Consent Form for Participants
I have read the information sheet YES NO
I understand what the research is about YES NO
I have been able to ask questions about the research YES NO
I am satisfied with the answers to any questions I have YES NO
asked
I agree that my clinical notes may be read in order to YES NO
get any background information necessary for the
research
I understand that I can change my mind about taking part YES NO
and can withdraw from the study at any time
I understand that if I don’t take part this won’t affect my YES NO
treatment on the unit
I agree to take part in this study YES NO
Signed...................................................
Name (in capital letters)......................
Signature of witnessing staff member. 
Date...............................................
CONFIDENTIALITY AND DATA PROTECTION
- Information from the study will be kept in a locked filing cabinet
- Information kept on computer will be coded so that people’s names cannot be identified 
This Study complies with the requirements of the Data Protection Act (1998)
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APPENDIX D
Participant Information Sheet
My name is Mel Jewell. I am a trainee psychologist and I am doing some research 
with young people who are in secure care. I would like to talk to you about your 
relationships with people both inside and outside of the unit. This is so we can find out 
more about young peoples experiences with others and use this to help us understand 
what young people may need whilst in the unit.
I would like to meet with you on your own on two separate occasions and ask you 
some questions. Each occasion that we meet may take about an hour. You can have 
breaks or meet for several shorter sessions if you prefer. If there is anything that you 
do not feel comfortable talking about, it is fine for you to say so and we will not talk 
about it.
The interviews will be taped so that what you tell me is properly recorded. Nobody 
else will listen to the tapes and they will be stored in a secure place when not being 
used. The tapes will be wiped at the end of the study. What you tell me will not be 
told to anyone else, unless it is something that staff may need to be told for your safety 
or for the safety of others. At the end of the project, a report will be written, but it will 
be written in a way that nobody can be identified.
You do not have to agree to take part in this study and it will not interfere with your 
ordinary treatment programme if you say no.
If you agree to help us with the study, you will be given a consent form to sign. Then I 
will arrange a time that suits you and the staff to come and talk with you.
Thank you 
Mel Jewell
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APPENDIX E 
Information Sheet for Staff
Title: The subjective experience and meanings that young people in medium secure 
psychiatric care ascribe to their relationships with adults
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey 
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling 
Psychology) and Dr Kate Fritzon (lecturer in Forensic Psychology), University of Surrey
I am a second year trainee on the Psychotherapeutic and Counselling Psychology course 
at the University of Surrey. I am conducting my doctoral research with young people in 
secure accommodation. Prior to beginning this research, the study will have been 
approved by the University of Surrey Advisory Committee on Ethics and the [name of 
hospital] Research Committee.
I would like to investigate the subjective experiences of these young people in their 
relationships with adults. This will include people both outside and within the unit. 
Research has identified that parental/ caregiver relationships are associated with the 
development of offending behaviour. There is also evidence to suggest that whilst in 
residential treatment, these young peoples relationships with staff are central to both their 
level of engagement and the outcome of treatment. Thus, exploration of these 
relationships from the young persons perspective will contribute to an improved 
understanding of how they view and interact in such relationships.
Following agreed consent from relevant parties, senior unit staff members will be 
consulted as to who they consider suitable to approach about participation in the study. 
The young people identified will then be given an information sheet about the study and 
their involvement in it. If they agree to take part, they will be asked to sign a consent 
form. They will be informed that they can change their minds about taking part and that 
non-participation will not affect their treatment on the unit.
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Interviews will be conducted on an individual basis by the principal researcher and will 
be audiotaped. They should take approximately one hour, which can be broken into 
shorter time periods if required. Interviews will be conducted at a time suitable for the 
individual and the staff at the unit and in line with the unit’s risk assessment and 
management procedures.
All information concerning individuals participating in the study will be treated in the 
strictest of confidence. Confidentiality will only be broken in the event of disclosure of 
information that suggests that the individual concerned or others would be at risk. In such 
circumstances, unit staff will be informed and the young person involved would be told 
that this is going to happen. Any information collected will be anonymised to protect the 
identity of the individual and will be stored securely. The tapes will be erased upon 
completion of the study and any information kept on computer will be coded so that 
individual names cannot be identified.
If you have any further questions regarding this research, I or my supervisors can be 
contacted at the Psychology Department, School of Human Sciences, University of 
Surrey, Guildford, GU2 7XH or by telephone/e-mail as follows:
Mel Jewell - By e-mail: jewellmel@hotmail.com
Riccardo Draghi-Lorenz Tel: 01483 876914 By e-mail: r.draghi-lorenz@surrey.ac.uk
Kate Fritzon Tel: 01483 686907 By e-mail: k.fritzon@surrey.ac.uk
M r , Consultant Clinical Psychologist is supervising this research from [name of
unit] and can be contacted via his secretary on extension [number].
Mel Jewell, Counselling Psychologist in Training
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Appendix F 
Transcription of interviews with Danny
interview
[generated four names on card-sorting task- (grandma), (girlfriend), (patient at former 
unit), (staff at former unit)]
D: I can’t really think of anyone else... it’s difficult to think of people- I could say my 
family, but that would take for ever- there’s loads of us... I haven’t really seen them 
since I was 11-1 was like taken into care when I was 11... I still speak to them like, but I 
don’t have much to do with them...
R: How would you describe your relationship with them just now?
D: to be honest with you I don’t think I’ve got one really ...you know just like the rest of 
the family... I mean it’s like father’s day like I rang me dad and said happy fathers day 
and that... but once you’re removed from the situation you know and... it’s like- how can 
I explain this without sounding a really difficult sod (laughs)... it’s like...OK. let’s just 
say that ...that...it’s like you come to work, let’s just say I don’t know you’re a 
firefighter yeh and you go into the fire station yeh and a call comes up...and it’s 
like...er...everyone else is like doing their best and you’re doing it half-heartedly like 
you don’t want to be there- it’s like that you know.
R: you’re feeling half-hearted like you don’t want to be in the family
D: aye, I mean... the way it comes across I don’t really want to be with them and they 
don’t really want to be with me, so I’m just moving on like making me own way. I mean 
yeh my dad knows what area of the city I’ll be in but he won’t know where I’m living ...
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R: so any contact you do have is half-hearted 
D: yeh... that’s just me (laugh)
R: does that feeling that you want to move on and make a life of your own, does that link 
with the family
D: it’s like I reckon now it’s time to put the past behind me you know ...you can’t keep 
like dragging-1 mean dragging it up cos you ain’t gonna move on you know- thinking the 
past you’re going to live the past for the rest of your life
R: a feeling that your family are linked with your past and that’s what you want to leave 
behind you and move on
D: yeh... the missis, she’s like it’s up to you... she turned round and said- what did she 
say... oh yeh. I’ll support you whatever you decide...
R: she’s supporting you
D: [pause, 6 seconds] I mean when I was younger, really young and that, we didn’t have 
the best, you know me, my mum and dad we didn’t have the best relationship cos dad 
was always like- you know I’d like want to go and watch I dunno city play football on a 
Saturday yeh and it’s be like my brother would want to go and watch bike racing or 
something I’m like dad dad dad can we go and watch city play on Saturday and he’s like 
no no no I can’t, busy and like my brother will go dad dad dad can I go bike racing 
Saturday and he’s like yeh sure...you know...so...
R: you felt you were treated very differently
D: yeh...I got used to it (laugh)...I remember when I first uh come to the ozzie it was 
like...it was like...You sit there yeh and it’s like someone would like walk over to you 
and they’d go are you alright? Or do you want this or do you want that or do you want the
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other. It completely blew me head. Cos I’m like right, what are they after? Cos that’s 
what I’d been brought up with.
R: so if people were looking after you and asking you what you wanted and you’d feel 
almost suspicious
D: yeh. I’m used to it now though, but back then I wasn’t . ..
R: that isn’t something you’ve had at home
D: no... it was like alright, there you are, go and do whatever you have to do, don’t get us 
involved...I mean when I got arrested, it was like I’ve been arrested a couple of times 
and they’d like say can we have your mum’s address and I’d say well what’s she going to 
do?., you know...
R: what did you feel she would do?
D: I dunno...nothing probably...
R: so it sounds as if even from that age that you felt very separate from them 
D : yeh... [pause, 5 seconds]
R: how would you describe your relationship with your mum and dad?
D: it’s just like half-hearted you know I mean it’s like sometimes like ringing up and that 
and it’s like alright, how are ya? What have you been up to? Doing anything tomorrow- 
and that’s it... That’s it. Cheapest phone calls ever (Laugh).
R: so they don’t last very long... how do you feel about that?
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D: ...you know...I mean it’s like do you know what I say when someone’s a why 
person...
R: a why person.. .tell me a bit more...
D: they always go oh well, why do you do that? Why do you do this? Why do you do the 
other? Yeh? If like this room we’re in now, if I was to go back in there and ring me dad 
he’d be like why are you ringing at this time? Why are you ringing when it’s so 
expensive? Why are you doing this? Why are you doing that? Why are you doing 
this?..You know...I mean... I just find I don’t want to ring back
R: they question everything...what would you like them to do?
D: I dunno just like supporting me you know.. .like a mum and dad should be...
R: supporting you and showing an interest in what you’re doing rather than just 
questioning
D: [pause] Yeh...you know [pause, 4 seconds] My granny’s like completely different 
though it’s like she rung up...er... yesterday she’s over in [name of town], and it’s like 
just like someone like- someone who cares about me you know...
R: someone who cares about you and shows she cares about you
D: yeh...just like -[name] she’ll ring up and that how’s it going, how’ve you been but the 
first couple of days it blew me head in ...I thought hang on... really sceptical again, but 
...back then it’s like well hang on it’s like everyone was [inaudible] life was [inaudible] I 
even had me mates up on the wards and that I was like find out what she’s after I know 
she’s after something... it was paranoia, it was hard to believe she was genuine you 
know... [inaudible]...it’s like my granny I went to see my granny every Saturday and 
every St Patricks Day [rest not recorded- fault in tape recorder]
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[Later in interview- salvaged from tape:]
[Danny had been asked what things made it difficult to build relationships with staff]
D: it puts up a barrier... it makes it ‘us and them’ you know like it stops you seeing the 
person, you just see the badge... I don’t like it when they wear badges- like you haven’t 
got a badge and I feel comfortable, I can like talk to you like a person, not as a member of 
staff...you know not as a psychologist...you know... the badges just make a real 
barrier...and it’s like when we were out in the yard the other day all us were round by the 
bench and the staff were like standing in a group by themselves you know and that really 
felt like they were standing apart from us- that was a real us and them... you know...
R: that was a really concrete example of the barrier that you sometimes feel
D: yeh, it was like you 're the patients we’re the staff...
R: what’s that like?
D: it’s horrible... it’s like- it’s like they don’t want to be with you...you know, like they 
want to keep themselves separate- they can’t get to know us standing over there. It’s 
difficult to build relationships like when there’s that barrier there. ..you know...
R: what other things make it difficult or create a barrier?
D: it’s like ...things like...carrying keys...you know wearing uniforms- like I mean they 
don’t wear uniforms here but like in other places like...you know... but those things it 
makes them different it’s like they’re in control you know and they’re in control and 
they’re showing us they’re in control
R: so things like badges, keys and wearing uniforms create a barrier they make it difficult 
to build relationships with staff... it feels like there’s something about control...
172
D: aye... it makes them different you know [inaudible]
R: ... so all those things create barriers, what kind of things would bring the barrier down 
or make it easier to build relationships?
D: it’s like... people that tell you things about themselves... they’re not just asking you 
questions- like... [name ] she’s a member of staff here and she’ll come in and tell you 
what’s happened in her day, she’ll say oh I’ve been shopping and this happened and 
that...
R: so it’s easier to feel closer to people that share some of their life with you
D: aye...it makes them more of a person, you know, not just a badge or a role you 
know...and people that you know they know what it’s like... like I’ve met staff in the 
past yeh -  one had been in care themselves and two others had both been in like 
psychiatric units and they could understand what it’s like- they know what it’s like for 
us... and that makes it easier to talk to them cos you know they’ve been there, they’ve 
like been through the same kind of thing...
R: so it’s easier to talk to people who have had similar experiences to you...
D: aye...you know that they really understand and you can go to them and they’ll 
understand you know where you’re coming from.
R: is there a sense that people who haven’t had those experiences can’t really understand?
D: aye...well they can’t unless they’ve been there like...you know...no-one can really 
know unless they’ve been there you know... been through it...
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2"^  interview
[generating names for the cards, instructions given about sorting into groups etc]
D: I suppose I’d have to split them all up... [inaudible]
R: so you mean each person individually
D: aye... it’s like people like that you meet when you’re younger and that- that has an 
effect on you...it’s like when you’re really young and that [inaudible]... you try and 
think oh yeh I’m in a shit situation...but that happened... and think about what my mum 
did.. .think about what... [inaudible] .. .you know...
R: so I’m not sure what you mean by that ... do you mean that if you’re in a shit 
situation, you think about how they might feel and that helps you understand them...so 
you’re saying that people affect your life when you’re very young...
D: yeh...I mean it’s like me mum and dad like...well...me mum’s heart’s always been in 
the right place yeh but me dad -me dad’s like if you’re gonna do it you might as well do it 
now you know I’ve got a bit of both in me some things I think about, it’s like er...some 
things I think about... like you know opening up to staff, I think about it... it’s like do I 
really trust them or should I leave it for a bit yeh.. .1 mean people like me dad he’s like go 
for it- straight out, but it can backfire you know
R: Whereas with staff you think about it and maybe hold back, if you were like your dad 
you’d trust them straight away
D: Well no, me dad made a fair few mistakes...yeh... it’s like... like I say- you I can 
open up I can tell you that the grass is green the sky is blue and I’m happy- cos you’re 
that type of person. You get another psychologist, say like the old psychologist in my old 
place, she’s like -walks in a room and asks me a question and I go yeh, she asks me 
another question and I go no and that’ll be it you know. I mean it goes back, there’s a bit
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of my mum in me there’s a bit of my dad in me ...when we were growing up, my dad 
was always like with a person yeh if you don’t like a person why try to hide it, my mum’s 
like be nice, be good to the other person, just say hello, good evening blah di blah. 
They’ve got like two different sides you know...
R: and how do you feel that’s affected your relationships and how you relate to people?
D: well I’ve sort of knocked being like me dad on the head cos I’ve tried it you know and 
to a certain extent it does work in places like courtrooms and you know... police stations 
...and you know big meetings with like solicitors and all that- you tell them what they 
need to know yeh and that’s it but it isn’t always helpful... it can backfire and it has done 
in the past. It probably will do again you know
R: how has it backfired?
D: it’s like me old place, this is the dad bit of me now yeh...I was missing home one 
Christmas, it was Christmas day I think yeh it was Christmas day 99 yeh and I wanted to 
get out I wanted to get out really bad and I weren’t that well... there was a member of 
staff standing there -a really short guy cc his name was and he looks at us funny so I 
smacks him yeh... a couple of months go by and I get a bit better- it’s like February or 
March the next year yeh and I see him again down in the canteen ...at [name of previous 
unit] yeh and to be honest with you he was one of the soundest blokes in the world and 
I’d smacked him, I felt like that small you know and that was really the deciding point do 
I go with dad or do I go with mum... so I went with my mum .. .and this is the outcome.
R: how has going with your mum affected your relationships?
D: I can take a lot more. I’m a lot more tolerant you know... it’s like at home and that- 
it’s like taking at home...if I was at home now and dad was in the room I couldn’t be 
sitting like this, you know or even in here say if like he’s come to visit I wouldn’t be 
sitting like this. I’d be straight back, top button done up, yes sir no sir three bags full cos
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like my granddad was in the forces and that was what my dad has been brought up on, 
you know...so I’m glad I took mum’s side I mean me granny’s she’s like come what may 
you know...
R: she was more laid back, more like your mum
D: yeh [ ] Them three are the- I won’t say the only people that I’ve like loved in me life 
but they’re the three main ones
R: they’ve had the most influence
D: aye...yeh, if I can borrow your pen a sec- it’s like -  me granny’s like what comes will 
come yeh...[staff namej’s like supportive [name of sisterj’s a bit like granny 
then there was like some of the staff who were in the same situation... [staff member] he 
was like your mad Glaswegian he was up for anything ... [staff member] was a nurse so 
he was like caring and all that. Me dad don’t take no shit off no-one... so not bothered...I 
ain’t seen me sisters for like quite some time so...one’s like take time you know...like 
me granny...what I remember of me sisters, I mean one of them is very argumentative, 
[name of sister] this one’s like me granny, but so you see it...I mean like you come 
across as que sera sera I mean I could be completely wrong you know...you could go out 
tonight and be like [nationality that had recently beaten England in an important football 
match] I want to smash their face in... but you seem like very chilled out and that. So if I 
put these in groups [proceeds to arrange cards] you know I’d put them lot together and 
put not really bothered.. .I’d put...
R: so what is it that links these people together?
D: they’ve just always like been there and that...
R: they’ve always been there
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D: supportive
R: supportive...and what have they done that’s showed you they’re been there or been 
supportive?
D: I’d be there in [name of former unit], the old place...cos I used to hear voices and me 
eyes would go wide- well they wouldn’t go wide they’d go wider yeh and people there 
knew there was something was like wrong, yeh but people there- staff and patients alike 
some of them were like you get over there. I’m staying over here, you know ...like 
barriers yeh? but there was some people who knew I was experiencing difficulties and I 
don’t give a fuck if he smacks me I’m going to help him
R: so there were those that kind of put a barrier up and moved away and there were those 
that stayed there with you
D: yeh ... [pause, 4 seconds]
R: how does it feel being on the receiving end of both of those?
D: you know where you stand... you know with barriers... you know but I mean barriers 
aren’t good... but it’s like I don’t know... you know what you can do and what you can’t 
do... you know if you can have a laugh with someone or... I met a guy today in that 
meeting... believe it or not I’ve forgotten his name already (laughs) I was in front of the 
main building having a fag and that, he was a patient and I was like let’s do something -  
[name] that was his name, he said yeh let’s make a change, it’s only us that can do it... I 
mean... obviously he has like conflicting views yeh, just like anyone else, but it was like 
ok the pair of us are patients I don’t give a fuck about your past, I don’t give a fuck about 
what you’re in for, you’re here, getting better, getting on let’s make a change... we’re 
experiencing the same shit
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R: and you were saying last time that that makes a difference in terms of how much you 
feel people can understand where you’re coming from
D: aye, yeh...you know I mean I think I told you last time we met... I’m like...people 
have told me that you know they’ve been sent for psychiatric reports and that- this is staff 
you know. It’s like fair play for telling us it’s like you’re now part of the group you know 
where we’re at... it’s like we know who to come to if we’ve got any problems
R: so there’s a sense that they are part of the group...
D: aye...yeh...I mean I know it’s wrong to label people, but it’s comforting to know ... 
you know...
R: it’s comforting to know that...
D: like someone else knows- an outsider knows where you’re coming from you know 
R: and you said that brings you closer in terms of your relationship 
D: yeh
R: you were saying about barriers... that if there is a barrier there- in some ways that’s 
useful cos it helps you know where you stand, you know how far to go...
D: yeh
R: does that mean it’s also unhelpful in some ways?
D: well yeh, I mean ...it’s like you [pause, 5 seconds] you don’t see the person... you 
don’t get to know the person, you get to know their badge or their uniform or what they 
do. It’s like oh yeh [name of researcher] she’s a psychologist, oh yeh [name of unit
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psychologist] he’s a psychologist oh yeh, [name] he’s a psychologist, but he also does 
gardening and this and that and the other, you know
R: and that makes them more of a person rather than just their job role
D: yeh, it’s like when we go out and that, I was in the first stage of community leave I 
think it was October time last year and the staff were like you know where do you wanna 
go what do you wanna do? I’m like what? Cos it’s like-1 didn’t have it for 2 or 3 years 
and suddenly it was there. Another member of staff, my keyworker took me up to a caf 
on {name of road] you know the café [name of café] we goes in there and he turned 
round to me outside and said you get them in. What? You get them in. I could very easily 
have turned round, legged it out the door you know and...and disappeared, but I didn’t 
cos I knew that it was something that had to be done you know and I don’t want to be 
looking over my back the rest of my life... you know...
R: so that was a chance to prove yourself
D: yeh I had a chance to better myself... cos you remember how you did it last time you 
were in that situation and you try and better it, you know just as much for you as for the 
staff that are with you. Cos they’re like writing down... um... so-and-so behaved very 
well... was polite courteous, whatever instead of like.... [inaudible]
R: so you feel that makes a difference, the fact that everything’s being recorded.
D: aye
R: How does that affect relationships with staff?
D: it’s like -call it paranoia, but I don’t like other people... writing things that I can’t see 
you know... you know.... I applied to read my social services file- this was like in the old 
place and it’s like some of the stuff I read in there...you know if I was to see the guys
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that wrote it tomorrow there’d be no stopping me just [made fist and punched hand] you 
know some of the stuff they’ve written is complete and utter [shook head]...you know
R; you feel angry that perhaps it’s not accurate to how you feel it was
D: yeh...aye [pause, 5 seconds]... I’ll never apply to see another file on me again you 
know... if there’s something’s written about you, and it’s like you say it didn’t happen or 
you’ve forgotten it happened you know and then it’s like you bump into them walking 
round the city centre, what’s going to happen?...
R: so how do you feel it affects how you are with people when you know they will be 
writing things down?
D: no... I mean if it like affected- er...your professional relationships with people, it 
would end up with a great divide, that’s your side, this is my side, don’t come over...you 
know you do your work and I’ll do my work cos believe it or not patients in hospitals 
throughout the world have a job and that job is to get better and get out ... if you close 
down, as far as I’m concerned if I close down, I don’t want to hear you I don’t want to 
see you, I don’t wanna- you know
R: so you feel it’s better not to know
D: yeh
R: and you feel that you put it out of your mind in your day-to-day relationships with 
staff you don’t think about that side of it, otherwise there would be a divide, a barrier in a 
sense
D: yeh that’s right...if you think about it yeh, if that’s the thing at the forefront of your 
mind yeh you’re going to walk round totally shut off you’re not going to open up to no- 
one and it would like it just like affect everything. I know people in here are saying oh
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they listen to telephone conversations, but so what...if they do they do and if they don’t 
they don’t- it don’t bother me either way.. .you know...
R: it bothers some people
D: oh yeh it bothers some people...! know patients that like, there was a guy in our old 
place and he never took incoming calls, he never made outgoing calls he was always 
busy... it’s a good plan if you can get away with it
R: in what way
D: ... it’s like...it’s like... the guy who was paranoid, there’s no other word to explain 
him...and he’d like sit there and the phone’s ringing and you’d turn round to him and say 
are you gonna answer that phone or what and he’d just disappear off to his room yeh... 
he got away with it for so long that when he does actually have to accept a telephone call 
he won’t know what to do, he’ll be out of touch ...
R: so is there something there about having to let those things not matter so much so that 
you can keep relating in a way that will keep you in touch, keep your skills up. . .
D: aye, yeh... I mean there’s notes on all of us you know- it doesn’t’ matter who you are, 
you could be a psychologist, you could be the Queen of England, there’s notes on you 
somewhere .. .you know [pause, 4 seconds]
R: you were saying about opening up to people... how do you know whether somebody 
is someone you could open up to or not
D: I don’t know it’s just like you just know... I think it’s oh he’s sound or she’s sound or 
oh he’s a bit.. .1 don’t know him well enough, I don’t know her well enough
R: how would you judge if somebody’s sound or not?
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D: you know, I mean-take [name of staff], yeh, a staff nurse here-he walked on the ward 
and he’s like hello, you’re the new patient...he was the only member of staff who actually 
said hello to us... the patients that were here when I come they were like alright or 
whatever, he’d come straight in and say alright how’s it going, and ask things like how 
was your last placement, where were you bom and stuff like that... you know...
R: so the fact he’s showing an interest in you
D: yeh... little things like that... you know...
R: and that would make it easier for you to be able to talk to that person
D: aye... it’s like- if you go into any new situation... barriers are there, you walk in and 
you’ve got a barrier around you you know, but.. .you know...
R: what’s that barrier about
D: I think it’s more of a psychological thing, it’s like really I walk into a place- take a
placement yeh there’s a couple of guys at every placement that are from [name of
previous unit] as I was going up to my placement I was like thinking everything’s on a 
need-to-know basis. I got there and ...saw one of my mates from [name of previous unit] 
yeh saw this other guy who was also at [name of previous unit] we go into the other guy’s 
room and have a jamming session you know that can break down barriers
R: so doing things together
D: playing football...anything...having a fag (laughs)
R: the little day-to-day things that aren’t necessarily organised
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D: yeh, it’s like you’re in a pub yeh and you turn round to like a lad sat next to you and 
say have you got a light mate, you’ve broke down a barrier, you know you’ve started off 
a conversation, you know it might go on, what profession are you in, what town are you 
from?
R: and what would make it more difficult to get to know someone?
D: if they’re on the offensive... I mean it’s like...cos like it’s like... take me dad, when 
we were younger we were like mucking around at the top of the garden and dad’d come 
out ‘what’re you doing?’ [aggressive tone of voice] you know and it’s like that was 
offensive, it wasn’t like oh are you alright? What are you doing?
R: offensive meaning coming across aggressively
D: yeh...I’m the sort of guy that if I get... attacked verbally or physically I’ll attack 
back... and it’s like these lot know that... or I’ll try and attack back
R: what kind of things would make you feel people would be on the offensive- are there 
more subtle things... if people do it in less direct ways but you still pick up the same 
vibes...
D: I mean you can you know...it’s like take [name of girlfriend, on different ward] yeh, 
she’s short she’s 4 foot 1 ...[name of patient] is up on the ward and he’ll go round calling 
her gizmo, troll, whatever and it really does piss me off yeh...he’ll like drop it into like 
the conversation yeh and when I oppose him about it he says oh no we never meant 
anything by it we’re just saying it - it really does get to me
R: mmm...so that kind of humour if there’s an underlying...
D: aye... but I mean he just goes round trying to bug her
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R: What other things would keep the barrier up when you’re relating to adults. One of the 
things you said was if you feel they’re on the offensive...
D: It’d be like... if they’re like in a position of authority... I mean it’s like take it if 
someone’s like good at what they do yeh, they know they’re good at what they do yeh? 
Take it if someone’s bad at what they do yeh and they know it. The person that’s bad at 
what they do yeh is gonna be more wound up yeh... it’s er...like... are you this and I got 
promoted yesterday and that’s a good vibe a good feeling... I could have been thinking 
the boss doesn’t like me no he could like turn round and say maybe the boss does like 
you ... I don’t know he could take that as like little snide remarks but it was like oh yeh 
maybe you’re good but it’s the way it comes across...
R: and is there anything in terms of relationships with staff or adults whilst you’ve been 
on the unit
D: I mean here, what’s the worst they can give you -an E-number, drop you down to level 
one. I mean ... do you know what I mean by an E-number?
R; no
D: You’ve got E-numbers and R-numbers, E-numbers are expectation numbers and R 
numbers are for rules- we’ve got like certain rules... to me it’s silly. It’s like if you don’t 
eat your breakfast, it’s an expectation that you eat your breakfast therefore you get an E3, 
yeh. If while you’re out you bring matches or lighters onto the ward, it’s R12 or 
something like that...but you know, you get to know staff you get to know what they’re 
about.. .some staff you just don’t wanna know
R: what is it about them that makes you feel you don’t want to know?
D: it’s just like they’re very authoritative, you know...it’s like... there’s a couple of 
forensic units in the hospital yeh...we’re one of them yeh and it’s like that’s why if
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you’ve been in prison, you just don’t want that... you know I mean it’s like the governor 
comes to the cell and I was used to standing up straight, calling him sir licking the bottom 
of their feet you know and you get used to it. Here, it’s like what are you- you’re a staff 
nurse, you’re a charge nurse you’re an N.A. [nursing assistant]- get out my face.
R: so you feel that the position of authority isn’t quite the same as it was in prison
D: aye...aye...
R: what do people do that makes them seem authoritative?
D: they come like really close you know ...if there’s someone there close to you giving it 
some. I’m gonna give it back to them because that is my personal space ... it’s like the 
forces yeh it’s like that close and if your boot aren’t polished enough you know about it, 
if your hair’s a mess you know about it, if your uniform isn’t pressed properly you know 
about it...you give away your personal space, here you don’t have to... you know....
R: how does it feel being on the receiving end of that authority?
D: looking back it was like it was important- when you’re there you’re like... ah well... 
you know...it’s like...I know vAvjyou're treating me like that because you can because 
you’ve got a couple of badges or you’ve got an extra chevron and it’s all the way 
down....it’s like you go in as a private you get treated like shit by the corporals yeh, the 
corporals get treated like shit by the sergeants...it carries on right the way up...remember 
back in the gulf war, a bloke called Norman Schwartzkopf, the American whatever he 
was, even he got shouted at by his superiors
R: so there’s always that pecking order, that hierarchy.
D: yeh
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R: so you feel in that setting that’s ok, but you feel in this kind of setting it’s not.
D: aye
R: yeh... do you feel that to some extent there is that kind of hierarchy
D: yeh there is I mean take what I call office bods ...people like they walk in the office, 
don’t come out all shift... who do you think you are, you’re meant to be a nurse not a 
secretary they’re like writing away or typing away or whatever they do...you know.... 
You had people like that at our old place... and it’s like [sighed] you know...one nurse 
we had there was a nurse called [name of nurse] and [inaudible] she was like really sound 
and that. You’d walk up to the office and you’d say [name of nurse] can I have a word 
with you and she’d come running out the office... [interrupted by staff administering 
medication]
R: you were saying that [nurse] was sound, she wasn’t someone who’d sit in the office
D: I mean yeh, she’s like qualified and that- you know if like you needed someone can I 
have a word? [whispered] She hated being in the office, she hated rules and the authority, 
they’d like interview us and that and she was like she turned round to us and say 
[whispered] let’s have a fag and we’d just spark up... we’d spend like two or three hours 
sitting in non-smoking rooms smoking you know, like five of us, just someone who 
[inaudible]....! mean the last day I went down to the ward to see her to say bye and she 
weren’t there... I was a bit gutted that someone who’d- I mean me and [unit 
psychologist] used to talk about her, he used to ask me of questions about it, I went down 
to see her on the last day and she weren’t there... and it’s like... you know...she was 
important to me and I didn’t get to say goodbye to her... it was like I knew for a month I 
was leaving but I never went down to see her... you know... I felt like guilty for not 
telling her you know not telling her she’d helped me... I talked about it a lot with [unit 
psychologist]...
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R: so she was somebody who meant a lot to you and it sounds as if she spent a lot of time 
with you.. .and maybe didn’t stick to the rules all of the time...
D: yeh she wasn’t one of them that shuts themselves in the office and doesn’t come out 
like till it’s time to go home... you know it’s like they don’t talk to you or spend time 
with you...you know it’s like they’re there but you don’t like see them you know...it’s 
like they’re there to do a job to get paid... you know they don’t care about us... you 
know
R: so it feels as if people who spend a lot of time in the office- that puts a barrier in 
getting to know them and it feels as if they don’t care about you...
D: yeh it does...aye... you know...
R: I’m aware that it’s almost time for dinner, is it OK if we stop there? Thanks very much 
for your time.
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Appendix G
Multiple sorting task 
(Canter, Brown & Groat, 1985)
1. We need to come up with a list of adults who you have met and who you feel you 
have or have had a relationship with. That includes people in the past that you may no 
longer have contact with and people who you do still have contact with. It can also 
include people that y o u \e  enjoyed being with and people that you didn^t like being 
with.
Each name will be written on separate pieces of card. The cards will be laid out on a table 
with the names showing.
If very few names are generated, prompt: Is there anybody missing/ anybody you 
haven’t mentioned?
If no further names are generated, show a list of adult figures they may have had a 
relationship with (eg. teacher, neighbour, grandmother, grandfather, foster mother, foster 
father etc): Here are some adults that other people have mentioned. Are there any 
people on this list that you could include in the people that you have had a relationship 
with ?
If identify somebody, but state that they do not wish to talk about them: Is it OK if  we 
write their name down so we can include them in the groups, but you donH have to talk 
about them if  you don’t want to.
2. Can you look at these cards and sort them into groups so that the people in one 
group are similar to each other in an important way and are different from the people 
in the other group(s). You can sort them into as many groups as you like, it doesn^t 
matter how many people are in each group.
** [Record names for 1®^ grouping on record sheet]
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Once this has been done:
3. Can you tell me how the people in this group are similar to each other? And how are 
they different from the people in this group? (Repeat for all groups)
If come up with physical characteristics, prompt: so they all look alike/all have red 
cars... etc. can you think of a way that they are similar in how they are as people? 
If necessary, further prompt: how you feel about them, about being with them, how 
they behave, how they think....
** [Record responses on record sheet]
4. Record responses, re-arrange cards into one large group. Now Fd like you to sort the 
people into groups again so that the people in one group are similar to each other in a 
different way.
Repeat as many times as participant can come up with different groupings.
End interview.
Type up list of characteristics and the people clustered under each one.
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APPENDIX H
The constructs elicited from participants in relation to their perceptions of adults.
Participant
(pseudonym)
Number 
of adults 
identified
Constructs
Ben 13 Sort 1: group 1 :
group 2: 
group 3:
Kind
loving
caring
understanding
fair
lowlifes
don’t understand me 
don’t listen 
naïve
Claire Sort 1: group 1 :
group 2:
group 3:
helpful
caring
understanding 
there for me 
they hit me
didn’t want to know me
hard to be around
gentle
caring
bastards
Danny 13 Sort 1: group 1:
group 2: 
group 3:
laid back 
understanding 
argumentative 
supportive
Lucy 16 Sort 1: group 1 : 
group 2:
helpful
love them a lot
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Sort 2:
group 3: 
group 1 : 
group 2:
group 3:
important to me 
there for me 
helpful
good sense of humour 
there for me (more than 
group 1)
Sam 11 Sort 1: group 1: helpful
group 2: took advantage of me
group 3: reliable
group 4: always there for me
group 5: awkward
Sort 2: group 1 : hard to understand
group 2: helpful
group 3: made me feel unsafe
bad tempered
group 4: always there for me
group 5: trustworthy
honest
Tom 22 Sort 1: group 1: love them
group 2: understanding
helpful
group 3: two-faced
arrogant
Sort 2: group 1: annoying
group 2: heavy-handed (used to
hit me)
group 3: understanding
caring
group 4: unsupportive
uncaring
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APPENDIX I
Interview schedule
The order and inclusion of the following questions will be dependent upon responses
given by the interviewee.
■ Pd like to ask you some general questions first and then move onto some more 
specific examples. What comes to mind if  I  ask you about your relationships with 
adults in general?
[prompts: can you tell me more/ can you give me a specific example of that?]
■ What about your relationships with the specific people you^ve mentioned? 
[remind who these were if  necessary]
■ Can you tell me about your relationships with adults when you were very young?
* Can you tell me about your relationships with adults since you’ve been here in 
the unit?
* How do you decide whether or not you want to build a relationship with 
someone?
■ How do you go about building a relationship with someone?
' How do you know when you have a close relationship with someone?
■ How do you know when you have a poor relationship with someone?
■ What helps you build relationships with staff?
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■ What gets in the way o f  you building relationships with staff?
Do you remember when you sorted people into groups, you came up with different 
ways to describe people.... Show list from multiple sorting task.
Can you tell me about your relationships with the people in this group?
[prompts: you described the people in this group as being.........
What is it about them that you think i s ................?
What’s it like fo r  you being with someone who i s .................. ?
What effect does it have on you when someone is.................... ?
(Thoughts/feelings/behaviour)
How do you feel/think/behave towards them?
What effect do you think you may have on them?]
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A quantitative investigation of young people’s perceptions of their 
relationships with parents and significant care staff within a secure
residential setting
Abstract
Thirty-six young people in a medium-secure unit and their allocated care co­
ordinators completed standardised measures of care, control and attachment. 
Staff responded as they thought the young person would have rated their 
relationship. Young people’s perceptions of parental relationships in terms of 
care and control were also obtained. The results indicate that perceptions of 
parents and staff significantly correlated on the measure of control, but that 
parents were perceived as significantly less caring and more controlling than 
care co-ordinators. Staff anticipated that young people would perceive them 
as less trustworthy and more restrictive than was indicated by young people’s 
responses.
Introduction
It is widely acknowledged that young people in residential treatment for emotional 
and behavioural disturbance typically experience ongoing interpersonal difficulties 
(e.g. Bullock et al, 1993). These are often found to have arisen from previous 
experiences such as disrupted family relationships, neglect, abuse or other traumatic 
events (e.g. Doyle and Bauer, 1989; Small et al., 1991). The considerable empirical 
evidence highlighting the significance of past and present relationships for these 
young people has led to the identification of stable caregiving relationships as a 
specific need. Accordingly, recent government initiatives have been implemented to 
facilitate ‘secure attachment and stability’ for children in residential care (The 
Children Act Report, 1999).
The link between early and subsequent relationships is well documented within the 
psychological literature and is perhaps most explicitly formulated within attachment 
theory (Bowlby, 1969). This asserts that children develop ‘internal working models’
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of themselves and others based upon early interactions with caregivers. The extent to 
which a child experiences caregivers as able and willing to meet their needs influences 
their perception of themselves as worthy of these needs being met. Bowlby proposed 
that this relational ‘template’ is internalised and enacted within subsequent 
relationships, a proposition that is supported by substantial empirical research (e.g. 
Main, 1991; Main et al., 1985; Hodges and Tizard, 1989a; 1989b). Similar 
observations have been made within adolescent residential settings where it is 
reported that attitudes and behaviours often reflect troubled backgrounds (e.g. 
Fitzgerald, 1995; Moore et al., 1998; Sakheim and Osborn, 1986). Bowlby also 
suggested that subsequent relationships could provide a ‘corrective’ function and 
compensate for earlier adverse experiences.
The idea of relationship as a therapeutic intervention is central to most psychosocial 
treatments (Bordin, 1979). Increasing evidence from psychotherapeutic studies 
suggests that the therapeutic relationship is the most significant factor in outcome 
irrespective of the theoretical model applied (Hynan, 1981; Lambert, 1992; Spinelli, 
2001; Ursano and Hales, 1986). This premise also underpins most residential models 
of treatment, with many emphasising the importance of young people’s relationships 
with care-staff (Bettelheim, 1966; Jones, 1953; Redl, 1966). In line with growing 
evidence supporting the relevance of attachment theory to young people in care, there 
has been a specific interest in the development of attachment-based models of 
residential treatment that place relationships at the forefront of the therapeutic 
programme (Leaf, 1995; Maier, 1994; Moore et al., 1998; Moretti et al., 1994). Care- 
staff have specifically been identified as a means of enabling young people to form 
healthy attachments (e.g. Fahlberg, 1990; 1991; Leaf, 1995; Levy and Orlans, 2000; 
Maier, 1992; 1994; Moses, 2000; Rutter, 1981). Research has also suggested that the 
quality of the relationships that young people form with staff offers a measure of their 
capacity to benefit from residential treatment (Fritsch and Goodrich, 1990; Rose,
1997) and is related to their level of functioning after discharge (e.g. Logan et al., 
1982).
However, residential treatment is also considered to be an “invasive intervention” 
(Lyman and Campbell, 1996), usually implemented when other methods have failed.
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The task of working with challenging behaviours and often with young people who 
have not freely chosen to be admitted creates an inevitable conflict between care and 
control (e.g. Leaf, 1995; Linnell, 1960; Moore et al., 1998). Environments with an 
emphasis on control have been reported to have little long-term effect and to 
undermine young people’s relationships with staff (Moore et al., 1998). It has also 
been argued that such environments risk replicating previous experiences of rejection, 
victimisation and vulnerability (VanderVen, 1994) and that when control is given 
precedence over care, there is an increased likelihood of abusive practice (Parkin and 
Green, 1997). Biering (2002) stresses the need for nurses to be aware of the power 
imbalance in their relationships with young people, particularly in the context of 
involuntary treatment and highlights the lack of attention in the literature to this issue. 
Rollinson (1998) proposed that reconciliation of the conflicting dimensions of care 
and control could be achieved through the relationships that form between staff and 
young people.
Research has highlighted the significance of young people’s subjective experiences; 
for example, perceptions of parents have been reported to be a significant factor in the 
aetiology of various psychosocial problems (Rutter, 1981) and to be predictive of 
delinquent behaviour (Mak, 1996). Relatively little research has been conducted on 
young people’s relationships with staff, although the existing studies have argued that 
the young person’s experience of the relationship is more influential than factors such 
as the carer’s skills or perceptions (Maier, 1994; Logan et al., 1982). For example, 
Logan and colleagues found that young people’s perceptions of closeness to staff were 
predictive of their future functioning, whereas staff perceptions of closeness had no 
relation to this at all. This finding is mirrored within the psychotherapeutic literature 
where research has demonstrated that clients’ perceptions of the therapeutic process 
not only often differ from those of therapists (Free et al., 1985; Squier, 1990), but also 
are more predictive of outcome (Orlinsky et al., 1994).
The few available studies focusing upon staff and young people’s accounts of their 
relationships have also reported differences in perceptions. Browne and Falshaw, 
(1998), for example, investigated young people’s and their keyworkers’ perceptions of 
their counselling sessions. As well as similarities in perceptions, they found that 79%
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of keyworkers thought they were trusted compared to 40% of the young people 
reporting trust in their keyworkers. Additionally, 33% of keyworkers reported noticing 
young people’s hostility towards them, whereas 60% of young people said they felt 
hostile towards their keyworker. Trust and hostility are both important factors in the 
development of attachments and these findings suggest that staff may have 
overestimated the quality of their attachment with young people. In contrast, in a 
small study by Schaefer and Mills (1975), a residential staff member was found to rate 
himself more negatively than the children did.
Ackland (1982) found that young people rated their relationships more positively with 
staff who were perceived to be trustworthy, to show an interest in them and to share 
personal information. Similar results emerged from a small qualitative study 
completed by the current author, in which young people described staff qualities such 
as attentiveness, understanding and spending time with them as conducive to forming 
relationships with staff. Conversely, factors associated with perceived 
authoritarianism and control, were reported to contribute to a ‘them and us’ divide and 
to hinder the development of these relationships. There also seemed to be some 
evidence that previous experiences of adults led some young people to approach 
relationships with staff with suspicion and caution (Jewell, 2002).
There are several inevitable methodological limitations in research conducted within 
this field. For example, the residential environments and participants are diverse and 
the groups of young people are often small, making comparisons across studies 
difficult. In those that have focused upon relationships, there has been little 
consistency in the use of assessment measures, again making comparisons difficult 
(Fineberg et al., 1980). It is also recognised that there are likely to be many 
intervening variables that preclude the use of control groups and make it difficult to 
draw firm conclusions from the findings (Johnson, 1982).
There is considerable theoretical and empirical literature to support an association 
between early and subsequent relationships. Furthermore, the literature on residential 
treatment unequivocally emphasises the therapeutic significance of the relationships 
between staff and young people. Yet, to the author’s knowledge, there do not appear
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to be any published studies that directly investigate young people’s perceptions of 
both parental and staff relationships. Additionally, in light of the evidence on the 
significance of young people’s perceptions, very few have explored the extent to 
which staff are aware of how young people view their relationship (e.g. Browne and 
Falshaw, 1998; Schaefer and Mills, 1975).
This study aims to use standardised self-report measures of care, control and 
attachment to explore a number of aspects of young people’s relationships with care 
staff who play a significant role in their care within a secure psychiatric setting. This 
includes the association between perceptions of early parental relationships and 
relationships with staff, the extent to which staff are aware of young people’s 
perceptions of their relationship and the association of this with the quality of 
attachment as rated by the young person. It is anticipated that this information will 
further our understanding of factors that may influence the quality of staff-young 
person relationships. Increased awareness of these issues could potentially inform 
therapeutic practice at both an individual and organisational level. This is of relevance 
to psychologists working within residential contexts as their role in the facilitation of a 
therapeutic environment often incorporates several levels of intervention, including 
direct therapeutic work, the supervision and training of staff and involvement in 
policy and practice development.
Hvpotheses
■ Attachment theory defines a secure relationship as one in which a young person 
feels understood by the caregiver and trusts in their capacity to meet their needs. 
Therefore it is expected that there will be a significant association between 
young people’s perceptions of their care co-ordinators on dimensions of care 
(i.e. warmth and affection) and control (i.e. intrusion, infantilisation and 
restriction of personal and social freedom) and their ratings of attachment.
■ Attachment theory states that experiences of early caregiving relationships lead 
to the development of an internal working model that shapes expectations and 
interactions within subsequent relationships. In accordance with this theory, it is
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expected that there will be a significant association between perceptions of early 
parenting and perceptions of current relationships with care co-ordinators.
Research suggests that young people and staff may hold some discrepant views 
about aspects of their relationship. Thus, a significant difference is expected 
between young people’s and care co-ordinators’ ratings on the dimensions of 
care, control and attachment with regard to their relationship.
Attachment theory identifies a sense of feeling understood as one of the main 
components of a secure attachment. Young people’s perceptions of care co­
ordinators as understanding of their needs may suggest that staff are aware of 
their views. Therefore, the level of discrepancy between young people’s and 
care co-ordinators’ ratings is expected to be associated with the attachment 
quality of that relationship as rated by the young person.
Method
Design
This study employs a mixed design, exploring the effect of both within and between 
subject factors. In the within-subjects analysis, the relationship between young people 
and their carers is treated as the independent variable, comprising three levels: mother, 
father and care co-ordinator. The dependent variables are the perception of the carer- 
child bond as measured by the Parental Bonding Instrument (Parker et al., 1979) and 
perceived levels of attachment as measured by the Inventory of Parent and Peer 
Attachment (Armsden and Greenberg, 1987). In the between-subjects analysis, the 
participants’ status within the unit is treated as the independent variable, with two 
levels: staff and residents. The dependent variables are the scores on the above 
measures.
Participants
Participants were 36 residents in a medium secure psychiatric unit for young people 
with severe emotional and behavioural difficulties and their allocated care co­
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ordinators, a total of 29 staff members, seven of whom were care co-ordinators to two 
residents. The number of residents within the unit determined the potential sample 
size. Of the 56 young people resident in the unit throughout the duration of the 
research, 45 were considered suitable for the study and capable of giving informed 
consent. Of these, four were felt by nursing staff to be too unsettled to approach and 
five declined to take part in the study.
Demographic information on young people was obtained from their clinical files and 
from their care co-ordinators. A short questionnaire was used to obtain basic 
information from staff about their work experience, age and ethnicity (Appendix A).
Present status o f  young people
Twenty-four female and twelve male young people aged between 14 and 22 (mean of 
17.7 yrs, s.d. of 1.8) took part in this study. All are held under a section of the Mental 
Health Act (1983) and have primary diagnoses including personality disorder, 
psychotic illness. Post Traumatic Stress Disorder, Aspergers Syndrome and conduct 
disorder. The length of current admission ranged from 1 to 82 months (mean of 14.4 
months, s.d. of 18.1). Length of relationships with care co-ordinators ranged from 1 to 
18 months (mean of 6.3; s.d. of 5.2).
Family factors
The age of first separation from biological parents ranged from birth to 18 years 
(mean of 12.1; s.d. of 4.5 for mothers and mean of 9.7; s.d. of 6.2 for fathers). The 
number of placements outside their family of origin, prior to admission to the current 
unit ranged from 1 to 19 (mean of 5.8; s.d. of 4.2). Thirty-one participants currently 
have regular and 5 infrequent or no contact with their mothers/mother-figures. Fifteen 
have regular and 21 infrequent or no contact with fathers/ father-figures. Eight are 
known to have a member of their immediate family with a criminal conviction and 20 
are known to have one or both parents with a psychiatric illness and/or substance 
dependency.
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Historical factors
Twenty-one participants had been taken into the care of social services between the 
ages of 1 and 16 (mean of 10.6; s.d. of 4.3). The age of first psychiatric admission 
ranged from 11 to 18 years (mean of 15.3; s.d. of 1.7). Twenty-seven participants have 
a confirmed history of abuse (physical, emotional and/or sexual), 5 have a suspected 
history of abuse; for 4 of the participants this information is not known. Twelve 
participants are known to have had previous criminal convictions, 34 have a history of 
self-harming behaviour and 28 are known to have had a history of substance and/ or 
alcohol misuse.
Staff information
Sixteen female and 13 male care co-ordinators, all qualified psychiatric nurses, 
participated in this study. They were aged between 24 and 48 (mean of 35.4; s.d. of 
7.2). Length of time since qualification ranged from 6 to 230 months (mean of 71.9; 
s.d. of 66.1); the amount of time spent working with adolescents, including pre­
qualification, ranged from 6 to 168 months (mean of 43.5; s.d. of 41.6). The duration 
of employment within the current unit ranged from 3 to 129 months (mean of 30.2; 
s.d. of 41.6).
Context
The unit, located in England, is based upon an integrative therapeutic model, which 
incorporates primarily cognitive and behavioural principles. Young people are 
allocated a care co-ordinator upon arrival and where possible remain with this care co­
ordinator until they are transferred elsewhere either within the unit or to a different 
facility. Care co-ordinators are allocated as the primary person to deal with the needs 
and concerns of individual residents (see Appendix B for the unit’s full definition of 
this role).
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Measures
Perceptions o f Parenting
Perceptions of parenting were assessed using the Parental Bonding Instrument (PBI; 
Parker et al., 1979; Appendix C). This is a 25-item self-report questionnaire 
measuring young people’s perceived quality of parenting during the first 16 years of 
their life. Originally devised for adults, it has been found to be equally appropriate for 
use with adolescents (Cubis et al., 1989). All items are rated on a 4-point Likert scale 
(scored 0-3). It consists of two factor-analytically derived subscales, care (12 items) 
and protection (13 items), the former comprising qualities related to warmth and 
affection and the latter factors such as restriction of freedom, intrusion, infantilisation, 
domination and encouragement of dependency. Cubis and colleagues (1989) further 
identified the Protection-Social Domain and Protection-Personal Domain within the 
protection subscale, measuring restriction of freedom and personal domination/ 
infantilisation respectively. Negative correlations of -.47 and -.36 have been found 
between the care and protection scales for mothers and fathers respectively (Parker et 
al., 1979). Within the literature, the protection scale has also been referred to as the 
‘control’ scale (e.g.. Chambers et al., 2001). In the current report, the terms will be 
used interchangeably.
Four main classifications of parental bonding have been elicited from these scales: 
optimal bonding (high care, low protection), affectionate constraint (high care, high 
protection), affectionless control (low care, high protection) and weak bonding or 
neglectful parenting (low care, low protection) (Parker et al., 1979). The PBI is 
reported to have statistically acceptable reliability and validity as a measure of 
perceived parenting in both clinical and non-clinical samples (Heiss et al., 1996; 
Parker, 1989).
Perceptions o f relationship with care co-ordinator
Two measures were employed to assess the perceived quality of relationship with 
significant staff members. The Parental Bonding Instrument was adapted to relate to 
the young person’s perception of their care co-ordinator over the previous three 
months (Appendix D).
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The second measure was the Inventory of Parent and Peer Attachment (IPPA; 
Armsden and Greenberg, 1987; Appendix E), which consists of three 25-item scales 
that measure attachment to mother, father and peers. Each scale can be used 
independently and comprises 3 subscales: trust (10 items), communication (9 items) 
and alienation (6 items). Each item is rated on a 5-point Likert scale (scored 1-5). 
Trust offers a measure of reciprocal trust within the relationship, communication 
measures perceived sensitivity and responsiveness to emotional needs and alienation 
measures anger with or emotional detachment from the attachment figure. An overall 
attachment rating is derived fi*om calculating the amount of trust and communication 
relative to alienation. In this study, one of the parent scales was used (both parent 
scales are identical) and adapted to refer to the young person’s care co-ordinator. The 
subscales are reported to have high internal consistency (.91 (trust), .91 
(communication) and .86 (alienation)), high test-retest reliability co-efficients over a 
3-week period (.93 for the parent scale), high concurrent validity and known groups 
validity (Touliatos et al., 2001).
In the apparent absence of any existing scales to measure staff views of young 
people’s perceptions of their relationship, care co-ordinators were asked to complete 
the adapted Parental Bonding Instrument and the adapted parent scale of the Inventory 
of Parent and Peer Attachment according to how they thought the young person would 
have completed it with regard to their relationship (Appendices F and G).
Procedure
Ethical approval was obtained from the University Advisory Committee on Ethics at 
the researcher’s place of study as well as both the hospital research committee and the 
Local Research and Ethics Committee where the unit was located (Appendix H). This 
study was conducted in accordance with the Research Governance Framework for 
Health and Social Care (2001) and the British Psychological Society’s Ethical 
Guidelines for Research (2000). Consent was first obtained from each resident’s 
Responsible Medical Officer (RMO) (Appendix I) as a means of ascertaining that the 
young person was capable of giving informed consent and would not find the topic of 
parental relationships distressing. Potential participants were then approached by their
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care co-ordinators and given an information sheet about the study (Appendix J). Those 
who agreed to take part were seen individually by the researcher to obtain written 
consent (Appendix K) and to allow for any questions to be asked and answered. 
Individual care co-ordinators were also provided with written information (Appendix 
L) and in cases where the young person consented to take part, were asked to 
participate and give written consent (Appendix M). .
Young people who consented to take part completed the questionnaires in the 
presence of the researcher. They were given the choice of whether to complete the 
parental questionnaires. Meetings were always conducted subsequent to consultation 
with the nurse-in-charge to ensure that both the ward and the young person concerned 
were settled prior to being approached by the researcher.
Pilot studv
A small pilot study of five pairings of staff and young people was conducted. 
Feedback from four of these participants highlighted uncertainty about some of the 
protection subscale items relating to freedom. This was clarified as relating to their 
experience within the context and regulations of the unit. This was explained to all 
subsequent participants. As no significant changes were made to the questionnaires or 
the procedure, these participants were included within the sample for the main study.
Data analvsis
The data failed to meet all of the assumptions for parametric analysis, which specify 
that the data should be of interval measurement, normally distributed and have equal 
variance. Although it is now accepted practice to treat Likert scales as interval data 
(e.g. Mumo and Page, 1993; Munzel and Bandelow, 1998) and the dependent 
variables were normally distributed, several did not have homogeneity of variance. 
There is some controversy surrounding the decision of whether to use parametric or 
non-parametric tests, with some arguing that parametric tests are sufficiently robust to 
withstand a degree of violation of these assumptions (e.g. Gangestad and Thornhill,
1998). However, others suggest that in such circumstances and particularly with small
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samples, non-parametric analysis is advisable and is not necessarily less powerful than 
parametric (e.g. Greene and D’Oliveira, 1998). In the present data set, a sizeable 
number of young people chose to not rate one or other of their parents, reducing the 
sample size to 24 for some of the analysis. In light of this and the heterogeneity of 
variance, a non-parametric analysis^ was conducted and the data were analysed using 
Spearman’s Rho correlations, Wilcoxon signed rank tests, Friedman tests and Mann- 
Whitney U-tests.
Results
Perceptions o f Care co-ordinators
Hypothesis 1 stated that there would be a significant association between young 
people’s perceptions of their care co-ordinators on dimensions of care and control and 
their ratings of attachment. The measures employed afforded scores for each 
dimension as well as classification into parenting and attachment styles.
The Parental Bonding Instrument uses the scores on the care and protection scales to 
classify parents or parent-figures into the parenting styles described on page 10. 
Assignment to these categories is dependent upon cut-off scores which Cubis and 
colleagues (1989) identified for mothers as being a care score of 24.76 and a 
protection score of 14.55 and for fathers a care score of 22.53 and a protection score 
of 13.88. Female and male care co-ordinators were categorised using the respective 
maternal and paternal cut-off scores.
Attachment styles of the care co-ordinator-young person relationship were calculated 
using Armsden and Greenberg’s (1987) method of dividing the score distribution of 
each subscale into thirds (labelled high, medium, low). Particular patterns of scores 
led to a classification of ‘high security’, ‘low security’ or ‘unclassified.’ Using 
Vivona’s (2000) expansion of this method, participants were assigned to ‘secure,’ 
‘avoidant’ or ‘ambivalent’ attachment styles (see Appendix N for classification 
criteria).
* It should be noted that in light of the conflicting views on the use of parametric/non-parametric tests, a 
parametric analysis was also conducted and yielded the same findings.
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F igu re 1. Young people’ s perceptions of care co-ordinators in terms of attachment and
parenting styles
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Spearman’s rho correlations were calculated to measure whether there was any 
association between young people’s perceptions of care co-ordinators on the measures 
of care and control and those of attachment. As can be seen in Table 1, significant 
positive correlations were found between care, trust, communication and attachment. 
Significant negative correlations were found between care and alienation. Significant 
negative correlations were found between control, trust, communication and 
attachment. A significant positive correlation was found between control and 
alienation. These findings were also present in care co-ordinators’ ratings.
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negative correlations were found between control, trust, communication and 
attachment. A significant positive correlation was found between control and 
alienation. These findings were also present in care co-ordinators’ ratings.
Table 1. Spearman’s rho correlations of voung people’s (YP) and care co-ordinators’ 
rCC) ratings between the subscales of the Parental Bonding Instrument fPBD and the 
Inventorv of Parent and Peer Attachment (IPPA)
Attachment
(IPPA)
Trust
(IPPA)
Communication
(IPPA)
Alienation
(IPPA)
Care
(PBI) r= .55; p=.001 (YP) r= .86; p= <.001 (YP) r=.88;p= <.001 (YP) r= -.46; p= .005(YP)
r= .66; p= <.001 (CC) r= .74; p= <.001 (CC) r=.75;p= <.001 (CC) r= -.54; p=.001 (CC)
Protection
(Control)
(PBI)
r= -.44; p=.001 (YP) 
r= -.65; p= <.001 (CC)
r= -.66; p= <.001 YP) 
r= -.60; p= .OOl(CC)
r= -.51; p= <.001(YP) 
r= -.53; p=.001 (CC)
r= .43; p=.009 (YP) 
r= .54; p= .001 (CC)
Association between perceptions o f relationships with parents and care co-ordinators 
Hypothesis 2 stated that there would be a significant association between young 
people’s perceptions of early parenting and perceptions of their current relationships 
with their care co-ordinator. Young people completed only the Parental Bonding 
Instrument with regard to their parents. Of the 36 participants, four requested to not 
complete the PBI for both their mother and father, four requested to not rate the 
paternal statements but did rate the maternal ones and four were unable to identity a 
father-figure, so also did not rate the paternal statements but did complete those 
relating to their mother. Four young people completed the questionnaires for foster or 
adoptive parents, having had minimal, if any contact with their birth parents. Six 
named a stepfather as their father figure, again having had minimal, if any, contact 
with their biological fathers. A total of 36 young people and their corresponding care
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co-ordinators completed the adapted Parental Bonding Instrument and the adapted 
parent scale of the Inventory of Parent and Peer Attachment.
Figure 2 shows the percentage of parents and care co-ordinators falling within each 
parental style according to young people’s (YP) and care co-ordinators’ (CC) scores. 
Those unable to identify a father figure have been excluded from this analysis, but 
those who have chosen to not rate either their mother or father have been included.
Figure 2. Percentage of parents and care co-ordinators allocated to the ‘parental 
styles’ of the PBI (based on Cubis et al.’s 0989) normative data)
LOW
PROTECTION
(CONTROL)
HIGH CARE
Optimal parenting Affectionate constraint
YP: mothers (n= 36)* = 12 (33.3%) YP: mothers = 7 (19.4%)
YP: fathers (n=32)** = 4 (12.5%) YP: fathers = 5 (15.6%)
YP: care co-ordinators (n=36) = 23 YP: care co-ordinators= 2
(63.9%) (5.6%)
CC: view of YP’s perceptions (n=36) CC: view of YP’s perceptions:
15 (41.7%) 3 (8.3%)
Neglectful parenting Affectionless control
YP: mothers = 4 (11.1%) YP: mothers = 9 (25%)
YP: fathers = 2 (6.3%) YP: fathers=13 (41%)
YP: care co-ordinators=3 (8.3%) YP: care co-ordinators =8
(22.2%)
CC: view of YP’s perceptions= 7 CC: view of YP’s perceptions
(19.4%) =11 (30.6%)
HIGH
PROTECTION
(CONTROL)
LOW CARE
^Mothers not rated = 4(11.1%) 
**Fathers not rated = 8 (25%)
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This shows that the highest proportion of young people’s ratings of care co-ordinators 
fell within the optimal parenting (63.9%) and the affectionless control (22.2%) 
categories. Similarly, mothers were most often rated within the optimal (33.3%) and 
the affectionless control (25%) quadrants. Fathers, however, were most commonly 
rated in those categories characterised by high control scores, namely the affectionless 
control (41%) and affectionate constraint (15.6%) classifications. In order to explore 
whether there may be an association between gender and control, the scores for male 
and female care co-ordinators were examined. As can be seen in Table 2 below, there 
was no gender difference in classifications defined by high or low control scores.
Table 2. The number of male and female care co-ordinators falling within parenting 
styles characterised bv high and low control.
High Control Classifications Low Control Classifications
Affectionate
constraint
Affectionless
control
Optimal
parenting
Neglectful
parenting
Number of male care 
co-ordinators 
(n=18)*
0 5 12 1
Number of female 
care co-ordinators 
(n=18)**
2 3 11 2
* n includes 4 male and **3 female care co-ordinators who have been represented twice due to acting 
as care co-ordinator to two young people
Spearman’s rho correlations were calculated to see whether there was any relationship 
between young people’s perceptions of their parents and their care co-ordinators. 
Positive correlations were found between ratings on the protection scale for mothers 
and care co-ordinators (r = .503; p = .003) and for fathers and care co-ordinators (r = 
.670; p= <.001). This suggests that although young people rated care co-ordinators as 
lower than their parents on levels of intrusion and control (protection scale), care co­
ordinators were still rated in a direction similar to their parents, albeit at a lower level.
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In the social domain of the protection scale, a significant correlation was found 
between mothers and care co-ordinators (r = .589; p= <.001) with the correlation 
between father and care co-ordinator just failing to reach significance (r = .400; p= 
.053). In the personal domain of the protection scale, a significant correlation was 
found between fathers and care co-ordinators (r = .563; p= .004). No correlations 
were found between any of the other measures. The distribution of ratings on the care 
and control (protection) subscales can be seen in Figure 3 below.
Figure 3. Young people's mean ratings o f 
parents and care co-ordinators on the PBI scales
■I
I
Care: Mother Care: CC Control: Father
Care: Father Control: Mother Control: CC
In light of this partial confirmation of the hypothesis, further analysis was conducted 
to explore whether there were any differences between young people’s perceptions of 
parents and their care co-ordinators. A series of Friedman’s tests were calculated and 
found a significant difference in ratings on the care scale (X f = 12.85, df= 2, p= 
.002), the protection scale (Xr  ^ = 10.09, df= 2, p=.006) and the personal domain of 
the protection scale (XE = 13.17, df= 2, p= .001). Wilcoxon signed rank tests were
210
calculated and found that both mothers (z= 2.09; p=.036) and care co-ordinators (z= 
3.346; p= .001) were perceived as significantly more caring than fathers. No 
difference was found between mothers and care co-ordinators (z = 1.297; p= .195).
In terms of the protection scale, no significant difference was found between 
perceptions of mothers and fathers (z = 1.453; p= .146). Both mothers and fathers 
were rated higher on the protection scale than care co-ordinators (z = 2.246; p= .025 
and z = 3.669; p= <.001 respectively). Fathers were rated significantly higher on the 
personal (z = 3.278; p= .001) and social (z = 3.076; p= .002) domains of the protection 
scale than care co-ordinators. Mothers were also rated as higher on the personal 
protection than care co-ordinators (z = 3.123; p= .002). No significant differences 
were found between mothers and fathers on either of these domains of the protection 
scale.
Differences between young people’s and care co-ordinators ' ratings 
The third hypothesis predicted that there would be a significant difference between 
young people’s perceptions and care co-ordinators’ estimates of young people’s views 
on their relationship. The bar graphs in Figures 4 and 5 show the similar distributions 
of staff’s and young people’s responses.
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Figure 4. The perceived parenting styles o f care co-ordinators
u 
I
A
q-i
01
§
Ph
optimal bonding affcontrol
affconstraint neglectful parenting
Parental style of care co-ordinators
•I
1A
<4-10
Î
1
Figure 5. The perceived attachment styles of care co-ordinators
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Mann-Whitney tests were calculated to determine whether there were any significant 
differences between young people’s and their care co-ordinators’ ratings on the 
measures of care, control and attachment. Significant differences were found on the 
trust scale (z= 2.47; p= .014) and on the social dimension of the protection scale (z = 
2.43; p= .015). Examination of the mean scores indicated that staff had estimated 
young people to perceive lower levels of trust within their relationship and to perceive 
staff as more restrictive in terms of their freedom.
There was a slight tendency across all of the measures for staff to perceive that young 
people’s views would be more negative than they actually were, although most of 
these did not reach statistical significance. This pattern is illustrated by the graph in 
Figure 6 below.
Figure 6. The mean scores o f young people and care co-ordinators 
on the subscales o f the PBI and the IPPA
«  30
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In order to enable a more detailed comparison of the responses of young people and 
care co-ordinators, Mann-Whitney tests were calculated for each of the statements on 
the PBI and the IPPA. Significant differences were found on five statements of the
213
PBI and five statements of the IPPA. Two further statements of the PBI just missed 
reaching significance and therefore have been included in the table of results (Table 
3). The direction of significance confirms that for most items, staff anticipated that 
young people would perceive them more negatively. However staff appeared to have 
underestimated young people’s views on the amount of time they spent talking (item 
18 of PBI) and on the expectations they perceived their care co-ordinators had of them 
(item 9 of IPPA).
Table 3. Statistical comparisons of voung people’s (YP) and care co-ordinators’ 
responses on individual items of the Parental Bonding Instrument and the Inventorv of
Parent and Peer Attachment.
FBI
item
Statement Mann-Whitney
statistic
Direction of 
significance
7 Liked me to make my own 
decisions
z =2.591; p= .010 YP agreed with this 
more
15 Let me decide things for myself z =  1.997; p= .046 YP agreed with this 
more
17 Could make me feel better 
when I was upset
z = 2.437; p= .015 YP agreed with this 
more
18 Did not talk with me very much z = 1.913; p= .056 
(NS)
YP agreed with this 
more
19 Tried to make me dependent on 
her/him
z = 1.739; p= .082 
(NS)
Staff agreed with 
this more
20 Felt I couldn’t look after 
myself unless she/he was 
around
z = 2.513; p= .012 Staff agreed with 
this more
25 Let me dress in any way I 
pleased
z = 3.189; p= .001 YP agreed with this 
more
IPPA
item
2 I feel my care co-ordinator 
does a good job as my care co­
ordinator
z = 3.596; p= <.001 YP rated this as 
more often true
4 My care co-ordinator accepts 
me as I am
z = 3.742; p= <.001 YP rated this as 
more often true
9 My care co-ordinator expects 
too much from me
z = 3.415; p= .001 YP rated this as 
more often true
17 I feel angry with my care co­
ordinator
z = 2.003; p= .045 Staff rated this as 
more often true
22 I trust my care co-ordinator z = 2.492; p= .013 YP rated this as 
more often true
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Association between the discrepancy in scores and the quality o f attachment 
Hypothesis 4 predicted that the level of discrepancy between young people’s and care 
co-ordinators’ views would be associated with the level of attachment as rated by the 
young person. Discrepancy scores between young people’s and care co-ordinators’ 
ratings on each of the measures were calculated (see Table 4). Examination of the 
modal scores indicates th a t the highest and most frequently occurring discrepancy 
score (15) occurred within the ratings of trust.
Table 4. Descriptive statistics on the score differences between voung people and care 
co-ordinators on the scales and sub-scales of the Parental Bonding Instrument and the 
Inventorv of Parent and Peer Attachment
Difference between young people and care co-ordinator’s scores
Care
scale
[0-36]*
Protection
(control)
scale
[0-39]
Trust
sub-scale
[10-50]
Communication
sub-scale
[9-45]
Alienation
sub-scale
[6-30]
Attachment
rating
[10-50]
Mean
6.47 7.14 9.50 7.83 4.14 6.78
Std
Deviation 5.45 4.77 5.89 5.86 2.66 5.34
Mode
1 3 15
2
and
5
3 4
* Figures in parentheses represent the range of possible scores for each scale and sub-scale
Spearman’s rho correlations were conducted using the discrepancy scores and the 
young people’s attachment scores. None of these correlations were found to be 
significant (see appendix O for statistical calculations).
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Discussion
This was the first study, to the author’s knowledge, to use standardised measures to 
explore young people’s perceptions of parental and staff relationships. It aimed to 
investigate subjective experiences of these relationships and the interactions between 
dimensions of care, control and attachment. It also aimed to see whether there was any 
association between young people’s perceptions of parents and care co-ordinators in 
terms of care and control. An additional aim had been to explore the extent to which 
care co-ordinators were aware of young people’s perceptions and to see whether the 
level of discrepancy was related to the quality of attachment as rated by young people.
These objectives were grounded within the framework of attachment theory (Bowlby, 
1969) and guided by existing literature emphasising the relevance of attachment 
principles and the therapeutic significance of relationships with care staff in 
residential settings. The assumptions for this study rest on the premise that care co­
ordinators represent, to some degree, an attachment figure for the young people. Unit 
practice conceptualises these relationships as such and within the literature, staff-child 
relationships have been identified as important therapeutic opportunities to experience 
healthy attachments (e.g. Fahlberg, 1990; 1991; Leaf, 1995; Maier, 1992; 1994; 
Rutter, 1981).
In accordance with the principles of attachment theory, young people’s perceptions of 
staff on factors such as care, trust and communication were found to be significantly 
positively associated with their overall rating of attachment. Also, as expected, young 
people’s subjective experiences of control, intrusion, anger towards and emotional 
detachment from their care co-ordinator were significantly negatively correlated with 
the perceived quality of attachment. This is supported by Ackland’s (1982) finding 
that young people reported more positive relationships with staff who showed interest 
in them and shared personal information and the present author’s previous study, in 
which perceived authoritarianism and control were identified as hindering the 
development of relationships with staff (Jewell, 2002).
The expectation of a significant association between perceptions of parental 
relationships and those with care co-ordinators was partially confirmed, with an
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association being found on the protection scale (incorporating a measure of control, 
personal intrusion, restriction of autonomy and infantilisation). Further analysis 
indicated that both mothers and fathers were perceived as significantly more intrusive 
and controlling than care co-ordinators. This is an interesting finding, particularly 
given the restrictive environment of the secure unit. It is possible that as Rollinson 
(1998) suggested, the quality of the relationships with their care co-ordinators may 
have mediated their experience of any control and intrusion imposed by the context. 
Certainly overall, care co-ordinators were perceived as more caring than both mothers 
and fathers, although the difference with mothers did not reach statistical significance. 
It may also be that some young people experienced the restrictions inherent in this 
environment as safe and containing, whereas their home environments may have been 
more threatening and less predictable. Just under a third of young people rated their 
care co-ordinators high on the control dimension, falling within the ‘affectionless 
control’ and ‘affectionate constraint’ classifications of parental styles. For these young 
people, their perception of the quality of relationship with their care co-ordinator may 
not have been sufficient to counter the experiences of control.
Significant differences were expected between young people’s and care co-ordinators’ 
ratings on the dimensions of care, control and attachment with regard to their 
relationship. Significant differences were indeed found in ratings of trust and in the 
social domain of the protection scale. Care co-ordinators had estimated young people 
to perceive lower levels of trust within their relationship and to experience them as 
staff as more restrictive of their freedom. A more detailed analysis of individual 
question items revealed the same tendency for staff to under-estimate aspects of care 
and trust experienced by young people and to over-estimate feelings of anger and 
restriction.
This finding contrasts with that of Browne and Falshaw (1998) who found that staff 
over-estimated the level of trust in their relationship with young people they 
‘keyworked’ and under-estimated the presence of hostility. Keyworkers in their study 
answered from their own perspective, whereas in the present study, care co-ordinators 
were asked to reply as they thought the young person would have responded. It may 
be that this encouraged a more reflective style of thinking; indeed several of the staff
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reported that participating in this study had made them carefully consider their 
relationship with the young person concerned. It is also possible that there may be 
differences in the training of staff in both studies; in the present unit, for example, 
training incorporates some teaching on attachment theory, possibly leading to higher 
levels of awareness of relationship issues.
The tendency for staff to expect that young people would perceive them more 
negatively was also found in Schaefer and Mill’s (1975) study. In both studies, this 
may have been influenced by knowledge that their responses would be directly 
compared with those of young people.
The analysis of individual questions also indicated that young people were 
significantly more likely to perceive that care co-ordinators did not talk with them 
very much and to expect too much from them. This could be reflective of the demands 
placed upon staff who may feel that they talk with the young people for whom they 
are care co-ordinators as often as their time allows. It is also possible that young 
people reporting a positive attachment with their care co-ordinator may value this time 
together and thus desire more. Perceptions of insufficient time to talk may also be a 
significant factor in the poor attachments. This is supported by attachment theory and 
research findings discussed earlier indicating that perceived investment of time is 
equated with positive, caring relationships.
It was hypothesised that discrepancies between staff and young people’s views may 
indicate less awareness of the young person’s perspective, which young people may 
experience as not being fully understood. In accordance with attachment theory, this 
would be expected to impair their rating of the overall quality of attachment with that 
person. However, the results found no correlation between the level of discrepancy 
and quality of attachment. This may be due to the fact that most of the discrepancy 
arose from staffs expectation that young people would perceive them as less 
trustworthy and more restricting. Had the discrepancy been due to young people rating 
more negatively than staff expected, this may have been found to relate to the 
perceived quality of attachment. Additionally, in some cases care co-ordinators were 
aware that young people perceived their relationship to have low levels of trust and
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communication and a high level of detachment. Thus the discrepancy between their 
ratings was low, but the young person’s attachment rating was also low.
The findings from the present study need to be interpreted with caution for several 
reasons. Firstly, the sample was small, unavoidably restricted by the number of young 
people resident within the unit. Additionally, the sensitive topic of parental 
relationships meant that a proportion of young people were precluded from 
participation altogether, or were only able to complete the questionnaires with regard 
to their care co-ordinator. This reduced the amount of cases able to be included in the 
statistical calculations; thus it is not possible to know whether these findings would be 
replicated with a larger sample.
Further, the nature of the difficulties experienced by many of the young people 
required that the research procedure be short and manageable. For this reason, it was 
decided that young people would be asked to complete only the Parental Bonding 
Instrument for their parents. This was prioritised over the Inventory of Parent and Peer 
Attachment as it contains direct measures of care and control and in its classification 
of parenting styles, offers a measure of attachment. Consequently, the comparative 
analysis of perceptions of parents and care co-ordinators was restricted to analysis of 
the PBI only.
Secondly, initial attempts to set inclusion criteria of each staff-young person 
relationship being of at least 3 months duration had to be reconsidered. This was 
largely due to the time-scale of the study as in order to ensure a sufficient amount of 
participants, several young people were included within one or two months of 
admission to the unit. Thus it could be argued that relatively short relationships with 
staff do not constitute attachments. However, attachment theory posits that in times of 
stress, available attachment figures become more significant as individual attachment 
schemas and behaviours become activated. Therefore, irrespective of the length of 
relationship, the anticipated stress of admission could be argued to result in 
attachment figures within the unit being accorded significance, whether in a positive 
or negative sense.
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Thirdly, the sample of staff consisted of 29 individuals, although due to some acting 
as care co-ordinator to two young people, they represented 36 care co-ordinators. It is 
possible, therefore that any bias in individual responding patterns may have influenced 
the results. However, it is impossible to ascertain whether any similarities in scoring 
are due to response bias or to perceiving their relationships with both young people as 
similar.
Fourthly, in the given context, it is possible that young people’s responses may be 
influenced by anxiety about confidentiality. Whilst this was assured throughout the 
entire process of the study, one can never be certain of the extent to which they fully 
trusted in this. This brings into focus the issue of the power imbalance in research of 
this kind. The research was presented to young people as an opportunity to express 
their views in confidence in order to further our understanding of their experiences. It 
was hoped that this would establish a collaborative framework for their participation. 
It was emphasised that participation was not part of the unit programme and that 
whether or not they participated would have no bearing on their progress. This was in 
order to ensure, as far as possible, that participation was felt to be voluntary and non­
contingent.
Young people were given as much autonomy as possible in aspects of the research 
process, such as arranging when to meet and how they chose to complete the 
questionnaires (e.g. by themselves, with assistance etc.). Time was also spent at the 
end of each meeting eliciting feedback and talking about topics unrelated to the 
research. This was so that young people did not return to the ward still processing 
potentially distressing thoughts that may have arisen about their parents or indeed 
their care co-ordinators.
The researcher was also sensitive to staff potentially feeling as if they were being 
tested on the quality of their relationship and their attunement to each young person’s 
perspective. It is hoped that the rationale of the study and opportunities to discuss any 
queries alleviated any discomfort that staff may have felt. None of the care co­
ordinators approached declined to participate, although it is acknowledged that it may
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have been difficult to do so without drawing attention from colleagues (in such 
circumstances the young person’s co-worker would have been approached).
Implications of these findings for the unit
Young people’s classifications of staff suggest that most have been able to form 
secure attachments, as defined by the inventory of Parent and Peer Attachment, with 
their care co-ordinators. Three quarters of these young people had a history of abuse, 
mostly intra-familial. The findings of significant differences between perceptions of 
parents and care co-ordinators may therefore suggest that in spite of early adverse 
experiences, most of these young people have been able to form trusting relationships 
with staff and may benefit from the therapeutic potential offered by these 
relationships.
The findings also confirm that the interaction of care and control is influential in the 
extent to which young people can form therapeutic relationships with staff. Just under 
a third of young people perceived their relationships with care co-ordinators as 
characterised by high control. In light of the fact that this was found to be associated 
with poorer quality of attachment and also with the extent of control perceived within 
parental relationships, staff may benefit jfrom the opportunity to consider how this 
manifests in specific relationships. Incorporation of this into individual supervision or 
an ongoing training programme could provide a means of doing this.
Implications for future research and clinical practice
Whilst being too small to allow generalisations, this study highlights some of the 
difficulties that can arise when researching the issue of relationships in this context. In 
order to overcome some of the methodological constraints in the present study, future 
research may best be conducted over a longer time period and with larger samples. It 
is possible that young people may be facilitated in sharing their perceptions of their 
parents if the researcher is a familiar member of staff or perhaps someone with whom 
they are working therapeutically on such issues. Additional research could explore the 
extent to which this method of obtaining staff and young people’s perceptions could 
be used to inform interventions at an individual level, perhaps as part of the 
supervisory process or on a wider scale, such as in the training of staff or development
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of policies. This is of direct relevance to psychologists who may be involved in the 
supervision or training of nursing staff and whose individual therapeutic work will 
inter-relate with other aspects of the therapeutic environment. Further research is also 
needed to investigate the validity of conceptualising relationships with staff as 
attachments and to explore whether these corrective, non-primary attachment 
relationships differ qualitatively from primary, parental relationships.
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Use of self
The decision to conduct a quantitative study was primarily to meet my own training 
requirements, but also offered a means of eliciting views from a larger number of 
young people within the unit. However, I was concerned that those who took part may 
have felt as if their experiences were minimised by being reduced into questionnaire 
form and not discussed in any depth. I was particularly aware of this with young 
people that I knew had had traumatic early relationships, and at times felt very 
uncomfortable that I was taking such a reductionist approach to their life experiences.
I tried to counter this by checking at the end of each meeting how participants had 
experienced the research process and particularly whether they had been left with any 
thoughts that they may wish to discuss either with a member of staff or myself. I also 
ensured that time was spent at the end talking about things of interest to them, partly 
as a means of ‘grounding’ them in the present, and also as a way of expressing interest 
in them as a person so that they didn’t feel they were only of interest as a research 
participant. Being able to chat with them in passing as I continued the research at the 
unit also helped, as did having conducted my qualitative study in the same unit and 
thus having become familiar to many of the young people. I also felt it was important 
to inform participants that I had conducted a previous study on the same topic as a 
way of conveying that I was genuinely interested in their views.
One aspect of the research process that at times was difficult was the reading of the 
admission forms, when obtaining demographic information. On occasions this felt 
quite harrowing due to the extreme deprivation and abuse that some of these young 
people had experienced. Again, I felt particularly uncomfortable reducing such 
experiences to a category on the demographic information sheet. Awareness of the 
types of backgrounds that many of these young people had experienced also evoked a 
sense of protectiveness. This certainly influenced not only how I structured the 
research process, but also how I felt about it, as discussed above.
Conducting the research within such a short time frame was in some respects 
frustrating and inevitably led to some compromises in the overall quality of the study. 
For example, there was not sufficient time to obtain a larger number of participants, or
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to have gone through the ethical procedures involved in accessing other units. 
However, the enthusiasm and support for the study from the director and other senior 
staff as well as the care co-ordinators in the unit, encouraged me to continue with this 
study as a meaningful piece of research for the unit itself, even if the limitations 
reduce its generalisability. This also fulfilled my main ambition at the outset, which 
was to conduct a piece of research that would be clinically useful.
Having time, upon the completion of this research, to reflect upon the entire process of 
conducting both studies within this unit, I was led to consider my own relation to the 
context in which I had chosen to base my research. It seemed to me that the dynamics 
of a secure unit could also serve as a metaphor for the self-protective capacity in all of 
us to keep our own internal worlds secure from external ‘threats,’ monitoring carefully 
what passes in and out. As trusting relationships with significant others, or with our 
therapists, serve as a mediator between our internal and external worlds, so the 
relationships with staff provide this same function for these young people.
To some extent, I felt able to identify with these dynamics, as it seemed that I was 
undergoing something of a parallel process at the time of conceptualising these 
studies. The security of my personal world had been severely shaken with the loss and 
serious illness of close members of my family, and the subsequent uncertainties over 
the continuation of my training. It was through the use of relationships with close 
friends and family, therapists and course tutors that I could recognise my own 
defences and could begin to challenge them by seeking and accepting the support of 
others.
It seems that we expect these young people to go through this same process, for if they 
are not able to develop sufficiently trusting relationships, they remain unable to 
progress. This is particularly significant in light of their damaged self-development, as 
they cannot rely upon themselves in a way that is safe and constructive. My recent 
experience of a similar process is likely to have increased my motivation to explore 
how we can facilitate this same interaction between staff and young people.
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I am also aware that the theme of powerlessness, which was present in both studies, 
was also present in my own life at that time. I had been powerless to prevent a 
succession of events, each of which had impacted hugely upon my sense of self and 
my life in general. It seemed that my capacity to obtain support from others and to be 
able to rely on an inherently cohesive and strong self, enabled me to cope with this 
experience. From this stance, I was able to empathise with and reflect upon the 
experiences of power and control shared by the participants in this study. It also 
enabled me to hold both staff and young people’s perspectives in mind, which may 
have contributed to staff not seeming to feel threatened by participation in the study.
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APPENDIX A
Staff Demographic Information
ID NO.:
Nursing qualification:
Date of qualification:
Length of time worked at current unit:
Length of time worked with adolescents (throughout entire career, including pre­
qualification):
Date of birth:
Gender:
Ethnic: African Black African White Asian British other
British white Irish White other
Other (please specify)..............................
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Appendix B
The following is copied, with permission, from the unit’s operational policy (January 
2003)
Care Co-ordinator’s role
The Care Co-ordinator’s role is within the framework set out in the [name of hospital] 
Care Programme Approach policy. Additional aspects, often of a parenting nature, 
have special importance in work with adolescent patients:
a) offering a warm but safe relationship.
b) providing encouragement and affirmation, but also supportive
confrontation and supervision.
c) providing advice and support on personal, social and health education 
issues.
d) acting as an advocate for the patient, interpreting and supporting them in
dealing with issues such as rights, complaints procedure, difficulty in 
understanding the unit policy etc.
e) joining with a co-worker in family meetings.
f) facilitating cognitive-behavioural interventions.
g) monitoring and facilitating progress towards goals in the Young Person’s
Action Plan.
h) remaining fully informed about all aspects of their patient’s needs and care.
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APPENDIX C: Parental Bonding Instrument
INSTRUCTIONS:
This questionnaire lists various attitudes and behaviours of parents. Please read each statement and tick 
the box that best describes how you remember your mother /mother-figure and then your father/father - 
figure in your first 16 years.
Very 
like my 
mother
Quite 
like my 
mother
Quite
unlike
my
mother
Very
unlike
my
mother
STATEMENTS Very 
like my 
father
Quite like 
my father
Quite
unlike
my
father
Very
unlike
my
father
1. Spoke to me with a 
warm and friendly 
voice
2. Did not help me as 
much as I needed
3. Let me do those 
things I liked doing
4. Seemed emotionally 
cold to me
5. Appeared to 
understand my 
problems and worries
6. Was affectionate to 
me
7.Liked me to make 
my own decisions
8. Did not want me to 
grow up
9. Tried to control 
everything I did
10. Invaded my 
privacy
11. Enjoyed talking 
things over with me
12. Frequently smiled 
at me
13. Tended to baby me
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Very 
like my 
mother
Quite 
like my 
mother
Quite
unlike
my
mother
Very
unlike
my
mother
STATEMENTS Very 
like my 
father
Quite like 
my father
Quite
unlike
my
father
Very
unlike
my
father
14. Did not seem to 
understand what 
I needed or wanted
15. Let me decide 
things for myself
16. Made me feel I 
was not wanted
17. Could make me 
feel better when I was 
upset
18. Did not talk with 
me very much
19. Tried to make me 
dependent on her/him
20. Felt I could not 
look after myself 
unless she/he was 
around
21. Gave me as much 
freedom as I wanted
22. Let me go out as 
often as I wanted
23. Was overprotective 
of me
24. Did not praise me
25. Let me dress in 
any way I pleased
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APPENDIX D: Parental Bonding Instrument
ID No. 
Date...
INSTRUCTIONS:
This questionnaire is the same as the one you have just completed about your parents. 
This time, please answer these questions as you remember your care co-ordinator over 
the last 3 months. Read each statement and tick the box that is closest to how you 
would describe your care co-ordinator.
STATEMENTS Very like my 
care co­
ordinator
Quite like my 
care co­
ordinator
Quite unlike 
my care co­
ordinator
Very unlike 
my care co­
ordinator
I. Spoke to me with a warm and friendly 
voice
2. Did not help me as much as I needed
3. Let me do those things I liked doing
4. Seemed emotionally cold to me
5. Appeared to understand my problems 
and worries
6. Was affectionate to me
y.Liked me to make my own decisions
8. Did not want me to grow up
9. Tried to control everything I did
10. Invaded my privacy
11. Enjoyed talking things over with me
12. Frequently smiled at me
13. Tended to baby me
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STATEMENTS Very like my 
care co­
ordinator
Quite like my 
care co­
ordinator
Quite unlike 
my care co­
ordinator
Very unlike 
my care co­
ordinator
14. Did not seem to understand what 
I needed or wanted
15. Let me decide things for myself
16. Made me feel I was not wanted
17. Could make me feel better when I was 
upset
18. Did not talk with me very much
19. Tried to make me dependent on 
her/him
20, Felt I could not look after myself unless 
she/he was around
21. Gave me as much freedom as I wanted
22. Let me go out as often as I wanted
23. Was overprotective of me
24. Did not praise me
25. Let me dress in any way I pleased
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APPENDIX E : Inventory of Parent and Peer Attachment
This questionnaire asks you about your relationship with and your feelings about your 
care co-ordinator. Please read each statement and circle the ONE number that tells 
how true the statement is for you now.
Almost never or 
never true
Not very 
often true
Some­
times
true
Often
true
Almost 
always or 
always true
1. My care co-ordinator 
respects my feelings 1 2 3 4 5
2 .1 feel my care co­
ordinator does a good 
job as my care co­
ordinator
1 2 3 4 5
3 .1 wish I had a 
different care co­
ordinator
1 2 3 4 5
4. My care co-ordinator 
accepts me as I am 1 2 3 4 5
5 .1 like to get my care 
co-ordinator’s point of 
view on things I’m 
concerned about
I 2 3 4 5
6 .1 feel it’s no use 
letting my feelings 
show around my care 
co-ordinator
1 2 3 4 5
7. My care co-ordinator 
can tell when I’m upset 
about something
1 2 3 4 5
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Almost never or 
never true
Not very 
often true
Some­
times
true
Often
true
Almost 
always or 
always true
8. Talking over my 
problems with my care 
co-ordinator makes me 
feel ashamed or foolish
1 2 3 4 5
9. My care co-ordinator 
expects too much from 
me
1 2 3 4 5
10.1 get upset easily 
around my care co­
ordinator
1 2 3 4 5
11.1 get upset a lot 
more than my care co­
ordinator knows about
1 2 3 4 5
12. When we discuss 
things, my care co­
ordinator cares about 
my point of view
1 2 3 4 5
13. My care co­
ordinator trusts my 
judgment
1 2 3 4 5
14. My care co- 
cordinator has her/his 
own problems, so I 
don’t bother her/him 
with mine
1 2 3 4 5
15. my care co­
ordinator helps me to 
understand myself 
better
1 2 3 4 5
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Almost never or 
never true
Not very 
often true
Some­
times
true
Often
true
Almost 
always or 
always true
16.1 tell my care co­
ordinator about my 
problems and troubles
1 2 3 4 5
17.1 feel angry with my 
care co-ordinator
1 2 3 4 5
18.1 don’t get much 
attention from my care 
co-ordinator
1 2 3 4 5
19. My care co­
ordinator helps me to 
talk about my 
difficulties
1 2 3 4 5
20. My care co­
ordinator understands 
me
1 2 3 4 5
21. When I am angry 
about something, my 
care co-ordinator tries 
to be understanding
1 2 3 4 5
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Almost never or 
never true
Not very 
often true
Some­
times
true
Often
true
Almost 
always or 
always true
22 .1 trust my care co­
ordinator 1 2 3 4 5
23. My care co­
ordinator doesn’t 
understand what I’m 
going through these 
days
1 2 3 4 5
24 .1 can count on my 
care co-ordinator when 
I need to get something 
off my chest
1 2 3 4 5
25. If my care co­
ordinator knows 
something is bothering 
me, she/ he asks me 
about it.
1 2 3 4 5
Thank you for your time in completing this questionnaire.
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APPENDIX F
Care co-ordinators were given the same questionnaire as young people (see Appendix
D), but with the following instructions:
Parental Bonding Instrument- Care co-ordinator’s version
ID No. 
Date...
INSTRUCTIONS:
Young people were asked to complete this questionnaire with the following 
written instructions:
This questionnaire is the same as the one you have just completed about your 
parents. This time, please answer these questions as you remember your care co­
ordinator over the last 3 months. Read each statement and tick the box that is 
closest to how you would describe your care co-ordinator.
Please could you read each statement and tick the box that most represents how
you think........................................... would have responded with regard to your
relationship over the last 3 months.
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APPENDIX G
Care co-ordinators were given the same questionnaire as young people (see Appendix
E), but with the following instructions:
Inventory of Parent and Peer Attachment- Care co-ordinator’s version
ID No. 
Date...
Young people were asked to complete this questionnaire with the following 
written instructions:
This questionnaire asks you about your relationship with and your feelings 
about your care co-ordinator. Please read each statement and circle the 
ONE number that tells how true the statement is for you now.
Please could you read each statement and circle the one number that most
represents how you think........................................... would have responded with
regard to your relationship just now.
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APPENDIX H
S
09 December 2002
Ms Melanie Jewell 
PsychD Student 
Department of Psychology 
University of Surrey
University 
of Surrey
Guildford
Surrey GU2 7XH. UK
Telephone
♦44 (0)1483 300800
Facsimile
+44 (0)1483 683811
Registry
Dear Ms Jewell
A quantitative investigation of voune people's perceptions of their relationships 
with parents and significant care staff within a secure psychiatric inpatient 
setting f ACE/2002/98/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and has approved it on the understanding that the Ethical Guidelines 
for Teaching and Research are observed and the following conditions are met:«
• That you forward copies of approval letters from the Hospital Research 
Committee and also from the other Local Research Ethics Committee (as 
mentioned in your letter of 19 November 2002) when available, to be placed on 
the University’s Advisory Committee on Ethics’ records.
• That you correct the minor grammatical error in the second paragraph of the 
Appendix B (Participant Information Sheet), i.e. *... about peoples’ experiences’.
For your information, and future reference, the Guidelines can be downloaded from 
the (Committee’s website at http://wwvv.surrev.ac.iik./Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2002/98/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
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I should be grateful if you would confirm in writing your acceptance of the conditions 
above, forwarding the amended Appendix B and copies of approval letters, as 
mentioned above, for the Committee’s records.
Date of approval by the Advisory Committee on Ethics; 09 December 2002
Date of expiry of approval by the Advisory Committee on Ethics: 08 December 2007
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Corhmiltee on Ethics
cc: Chairman, ACE
Dr R Draghi-Lorenz, Supervisor, Dept of Psychology 
Dr A Coyle, Dept of Psychology •
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RESEARCH GROUP REPORT ON THE RESEARCH PROPOSAL
RESEARCH PROPOSAL: YOUNG PEOPLES EXPERIENCES OF 
RELATIONSHIPS WITH PARENTS AND SIGNIFICANT CARE STAFF 
WITHIN A SECURE PSYCHIATRIC INPATIENT SETTING.
By
MEL JEWELL
DISCUSSED ON TUESDAY 12 NOVEMBER AT 0900 IN THE BOARD ROOM 
Present;
The proposal was discussed. This is an appendix to Mel’s previous proposal to undertake 
a qualitative study looking at young people’s experiences of relationships with parents 
and significant care staff within a secure psychiatric inpatient setting. This study uses a 
quantitative methodology to examine relationships between young peoples perceptions 
and those of their care staff.
The Research Group were agreed that this was a very sound proposal and highly 
worthwhile. They are happy for Mel to now go ahead and take the proposal to the LREC 
(Local Research Ethics Committee).
A few points were suggested which may help in strengthening the design of the study and 
it is hoped that Mel will take these on board before proceeding.
1. It was not clear why the Researcher would need to see the patients notes. It would 
be useful if Mel could list the data that she will be collecting from patients notes 
in order to undertake the study.
2. It was noted that one of the unintentional consequences of this study was that it 
may yield a profile of the caring styles of professionals and this should be borne in 
mind when feeding back results to staff.
3. It was suggested that the researcher may wish to increase the number of 
participants in the study as far as possible in order to yield as much data as 
possible.
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4, It was suggested that the researcher may wish to include a fixed exclusion criteria 
for patients who have been with a care co-ordinator for less than certain period of 
time, eg three or six months as it was questioned how valid the questionnaire 
would be if it was done with a care co-ordinator who had had little time to 
develop a relationship with a patient.
The Research Group are happy in principal to allow this research to go ahead and to be 
examined by LREC. Please inform us if LREC requests any changes in the protocol.
Thanks very much.
Chair Research Group
248
27 December 2002
Dear Ms Jewell
02/102 A quantitative investigation of young peoples* perceptions o f their 
relationships with parents and significant care staff within a secure  
psychiatric setting
The Chairman of the Medical Research/Ethics Committee has considered the
amendments submitted in response to the Committee’s  earlier review of your application on 
12 December 2002, as set out in our letter dated 13 December 2002. The documents 
considered were as follows:
Letter from Ms Jewell to Dr dated 19 December 2002
Research proposal 
Consent Form for RMO 
Participant Information Sheet 
Consent Form for Participants 
Information Sheet for Staff 
Consent Form for Staff
Time Schedule ^
University of Surrey - Ethical Approval Form •
The Chairman, acting under delegated authority, Is satisfied that these accord with the 
decision of the Committee and has agreed that there is no objection on ethical grounds to 
the proposed study. I am therefore pleased to confirm that Formal Ethical Approval has 
been granted.
I confirm that the Medical Research/Ethics Committee operates according to
Good Clinical Research Practice (GCP) principles, and enclose a copy of the Committee's 
Constitutions and Standing Orders.
Before the study can proceed In an NHS organisation, it is your responsibility to 
obtain relevant NHS m anagem ent approval as s e t  out in the Framework for Research 
Governance in Health and Social Care.
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-2-
You wiîl find details enclosed regarding a Regional funded project to record and analyse 
projects that have been submitted to this Ethics Committee. The letter enclosed explains 
the project in more detail. P lease take time to read it, before completing the survey. Your 
participation is useful and necessary to the completion of a mapping exercise of research 
(any research) that is proposed, planned or taking part in . Your record
of using resources would be helpful in shaping future funding of research and development 
in the county.
To complete our records regarding the project, please complete and return the form 
accompanying this letter.
P lease let me know if the study has to be terminated or any ethical considerations arise 
which need to be discussed further by the Committee.
Yours sincerely
Administrator, Medical Research/Ethics Committee
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APPENDIX I 
Consent Form for RMO
Title: An investigation of young people’s perceptions of their relationships with 
parents and significant care staff within a secure psychiatric inpatient setting. 
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey. 
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling 
Psychology) and Dr Kate Fritzon (lecturer in Forensic Psychology), University of 
Surrey.
I have read the information sheet and am sufficiently informed as to the purpose and 
the requirements of the research proposed. It is my opinion that
......................................................... is able to give informed consent when asked if they
would like to take part in this study.
I agree fo r .........................................................................to take part in this study.
Signed.....................................................
Designation.............................................
Date........................................................
* CONFIDENTIALITY AND DATA PROTECTION
- Information from the study will be kept in a locked filing cabinet
- Information kept on computer will be coded so that individual names cannot be 
identified
This study complies with the requirements of the Data Protection Act (1998)
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APPENDIX!
Participant Information Sheet
Title: An investigation of young people’s views on their relationships with parents 
and staff within a secure psychiatric inpatient setting.
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey. 
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling 
Psychology) and Dr Kate Fritzon (lecturer in Forensic Psychology), University of 
Surrey.
My name is Mel Jewell. I am a trainee psychologist and as part of my training I am 
doing some research with young people who are in secure care. I would like to ask if 
you would be willing to take part. Before you decide, it is important that you 
understand why the research is being done and what it will involve. Please take time 
to read the following information carefully and to talk it over with somebody if you 
want to. Staff have also been given information about it so you can ask them if you 
have any questions or if there is anything you would like to ask me, you can contact 
me via staff or when I come round to the wards.
I am interested in finding out about young people’s views on their relationships with 
adults, particularly parents or parent figures and key staff in the unit. This is because 
research has found that relationships are important and also that young people’s views 
on them can be different from adult’s views. By getting your views on this, it will help 
us understand what may or may not be helpful to yourselves and other young people 
during their time at the unit. I am hoping that about thirty young people from the unit 
will take part in this study, which 'will take place in January and February 2003.
Helping with this research will involve meeting with myself in an interview room on 
your ward. You will be asked to complete three short questionnaires about your 
experiences. This should take about 30 minutes. You will also be able to ask any 
questions you may have about the research and your part in it.
If you take part in this research I will also need to look at your notes just to get basic 
information on things like your age, length of stay in the unit etc. This is so that when
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I put all the results together in a final report, I can give a brief summary of the group 
of people who took part in the study.
Your answers to the questionnaires will be kept confidential and each person who 
takes part will be given a number so that it is not possible to identify anyone by name.
Your care co-ordinator or co-worker will also be asked to complete the questionnaires 
that you fill in about your relationship with them as they think you will have 
completed them. This is so that we can see how much staff are aware of your views on 
your relationship with them. They will not be told what you have put in your answers 
to the questions. Should you tell me anything that would make me concerned for 
either your safety or that of other people, I would have to tell a member of staff and 
would let you know that I was doing this.
You do not have to agree to take part in this study and it will not affect your treatment 
on the ward if you say no. You can also change your mind about taking part at any 
time and this will also not affect your treatment on the ward.
If you agree to help us with the study, I will come and meet with you briefly. You will 
be able to ask any questions you may have about taking part and I will give you a 
consent form to sign. You can keep both the information sheet and the consent form. 
Then I will arrange a time that suits you and the staff to come and meet with you to 
fill in the questionnaires.
Thank you for taking the time to read this,
Mel Jewell
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APPENDIX K 
Consent Form for Participants 
Title: An investigation of young people’s perceptions of their relationships with parents and significant 
care staff within a secure psychiatric inpatient setting.
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey.
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling Psychology) and 
Dr Kate Fritzon (lecturer in Forensic Psychology), University of Surrey.
I have read the information sheet YES NO
I understand what the research is about YES NO
I have been able to ask questions about the research YES NO
I am satisfied with the answers to any questions I have YES NO
asked
I agree that my clinical notes may be read in order to YES NO
get any background information necessary for the
research
I understand that I can change my mind about taking part YES NO
and can withdraw from the study at any time without giving 
a reason
I understand that whether or not I take part will not YES NO
affect my treatment on the unit
I agree to take part in this study YES NO
Signed..............................................................................................
Name (in capital letters)...................................................................
Signature of witnessing staff member..........................................................................
Signature of researcher................................................................................... .
Date................................................
CONFIDENTIALITY AND DATA PROTECTION
- Information from the study will be kept in a locked filing cabinet
- Information kept on computer will be coded so that people’s names cannot be identified 
This study complies with the requirements of the Data Protection Act (1998)
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APPENDIX L
Information Sheet for Staff
Title: An investigation of young people’s perceptions of their relationships with 
parents and significant care staff within a secure psychiatric inpatient setting. 
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey. 
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling 
Psychology) and Dr Kate Fritzon (lecturer in Forensic Psychology), University of 
Surrey.
I am a third year trainee on the Psychotherapeutic and Counselling Psychology course 
at the University of Surrey. I have recently completed a small in-depth research study 
within the unit, investigating six young people’s subjective experiences and 
perceptions of their relationships with adults. As an extension of this research, I am 
hoping to obtain the views of a larger number of the young people within the unit by 
administering some questionnaires focusing on this theme. I would also like to include 
the views of care co-ordinators/co-workers.
Rationale:
Research has identified that parental/ caregiver relationships are associated with the 
development of disturbed behaviour. There is also evidence to suggest that whilst in 
residential treatment, these young people’s relationships with staff are central to both 
their level of engagement and the outcome of treatment. Thus, exploration of these 
relationships firom the young person’s perspective will contribute to an improved 
understanding of how they view and interact in such relationships. Equally, staff 
perceptions of their relationship with young people in the unit will contribute to this 
understanding.
Procedure 
• Young people:
Following agreed consent from the RMOs, senior unit staff members will be consulted 
as to who they consider suitable to approach about participation in the study. The
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young people identified will then be given an information sheet about the study and 
their involvement in it. If they agree to take part, they will be asked to sign a consent 
form. They will be informed that they can change their minds about taking part and 
that non-participation will not affect their treatment on the unit.
The questionnaires will be completed in the presence of the researcher and should take 
approximately 30 minutes. This will be arranged for a time suitable for the individual 
and the staff at the unit and in line with the unit’s risk assessment and management 
procedures.
• Staff:
For each young person that consents to take part, their care co-ordinator or co-worker 
will be asked if they would be willing to complete two short questionnaires which 
should take no longer than 15 minutes. This involves answering questions in the way 
that you think the young person would have answered them with regard to your 
relationship. Those that agree to take part will be asked to sign a consent form. The 
responses to the questionnaires will be completely confidential. Questionnaires will be 
numbered so that they pair up with the young persons questionnaires and will be 
totally anonymous.
All information concerning individuals participating in the study will be treated in the 
strictest of confidence. Confidentiality will only be broken in the event of a young 
person’s disclosure of information that suggests that the individual concerned or 
others would be at risk. In such circumstances, unit staff will be informed and the 
young person involved would be told that this is going to happen. Any information 
collected will be anonymised to protect the identity of the individual and will be 
stored securely. Any information kept on computer will be coded so that individual 
names cannot be identified. Prior to beginning this research, the study will have been 
approved by the University of Surrey Advisory Committee on Ethics and the [name of 
hospital] Research Committee.
If you have any further questions regarding this research, I or my supervisors can be 
contacted at the Psychology Department, School of Human Sciences, University of 
Surrey, Guildford, GU2 7XH or by telephone/e-mail as follows:
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Mel Jewell - By e-mail: jewellmel@hotmail.com
Riccardo Draghi-Lorenz Tel: 01483 876914 By e-mail: r.draghi-lorenz@surrey.ac.u
Kate Fritzon Tel: 01483 686907 By e-mail: k.fritzon@surrey.ac.uk
[name], Consultant Clinical Psychologist is supervising this research from [name 
of hospital] and can be contacted via his secretary on extension [number].
Thankyou,
Mel Jewell, Counselling Psychologist in Training
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APPENDIX M 
Consent Form for Staff
Title: An investigation of young people’s perceptions of their relationships with parents and significant 
care staff within a secure psychiatric inpatient setting.
Researcher: Mel Jewell, Counselling Psychologist in Training, University of Surrey.
Supervised by: Dr R. Draghi-Lorenz (lecturer in Psychotherapeutic and Counselling Psychology) and 
Dr Kate Fritzon (lecturer in Forensic Psychology), University of Surrey.
I have read the information sheet YES NO
I understand what the research is about YES NO
I have been able to ask questions about the research YES NO
I am satisfied with the answers to any questions I have 
asked
YES NO
I understand that I can change my mind about taking part 
and can withdraw from the study at any time without giving a 
reason
YES NO
I understand that whether or not I take part will not 
affect my employment in the unit
YES NO
I agree to take part in this study YES NO
Signed..............................................................................................
Name (in capital letters)...................................................................
Signature of researcher.........................................................................
Date................................................
CONFIDENTIALITY AND DATA PROTECTION
- Information from the study will be kept in a locked filing cabinet
- Information kept on computer will be coded so that people’s names cannot be identified 
This study complies with the requirements of the Data Protection Act (1998)
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APPENDIX N
The criteria for classification of attachment (Vivona, 2000)
Secure attachment i) trust and communication = medium or high & alienation = 
low or medium. But not classified if alienation and trust both 
medium.
Ambivalent
attachment
i) Communication and alienation = medium or high & 
communication is higher than trust & alienation is equal to or 
higher than trust.
Avoidant
attachment
i) Trust and communication = low & alienation = medium or 
high
or
ii) communication = low & trust = medium & alienation = high
Unclassified Any ratings that do not fall within the above classifications.
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APPENDIX O
Spearman’s rho correlations between difference scores and attachment ratings
overall 
attachment 
score (IPPA)
difference 
score between 
yp and cc's 
ratings of care
Spearman's rho overall attachment Correlation Coefficient
1.000 .070
score (IPPA)
Sig. (2-tailed) .683
N 36 36
difference score Correlation Coefficient
between yp and cc's .070 1.000
ratings of care
Sig. (2-tailed) .683
N 36 36
overall 
attachment 
score (IPPA)
difference 
score between 
yp and cc's 
ratings of 
control
Spearman's rho overall attachment Correlation Coefficient
1.000 .000
score (IPPA)
Sig. (2-tailed) .999
N 36 36
difference score Correlation Coefficient
between yp and cc's .000 1.000
ratings of control
Sig. (2-tailed) .999
N 36 36
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overall 
attachment 
score (IPPA)
difference 
score 
between yp 
and cc's rating 
of trust
Spearman's rho overall attachment Correlation Coefficient 1.000 .010
score (IPPA) Sig. (2-tailed) .954
N 36 36
difference score Correlation Coefficient .010 1.000
between yp and cc's Sig. (2-tailed) .954
rating of trust N 36 36
overall 
attachment 
score (IPPA)
difference 
score 
between yp 
and cc's 
ratings of 
communicati 
on
Spearman's rho overall attachment Correlation Coefficient 1.000 -.262
score (IPPA) Sig. (2-tailed) .123
N 36 36
difference score Correlation Coefficient -.262 1.000
between yp and cc's Sig. (2-tailed) .123
ratings of N
36 36communication
overall 
attachment 
score (IPPA)
difference 
score 
between yp 
and cc's 
ratings of 
alienation
Spearman's rho overall attachment Correlation Coefficient
1.000 .012
score (IPPA)
Sig. (2-tailed) .943
N 36 36
difference score Correlation Coefficient
between yp and cc's .012 1.000
ratings of alienation
Sig. (2-tailed) .943
- N 36 36
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overall 
attachment 
score (IPPA)
difference 
score 
between yp 
and cc's 
rating of 
attachment
Spearman's rho overall attachment Correlation Coefficient 1.000 -.002
score (IPPA) Sig. (2-tailed) .993
N 36 36
difference score Correlation Coefficient -.002 1.000
between yp and cc's Sig. (2-tailed) .993
rating of attachment N 36 36
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